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AN INVESTIGATION INTO THE CLINICAL VALUE OF UREA 
CLEARANCE TEST AND UREA CONCENTRATION FACTOR 


R. M. KASLIWAL, m p. (Luck). M. P. c, P. (LOND), D, T, M. & H, (ENG). 
Lucknow 


In relation to no other organ of the body the 
functional tests have been so assiduously studied 
as in the case of the kidney. No less than fifty 
tests for the estimation of renal efficiency have been 
proposed but only a few of them have received 
wide acceptance. During recent years Van Slyke’s 
urea clearance test has come very much into 
vogue. Some clinicians are of opinion that it is 
the best renal function test that we possess at pre- 
sent. With a view to investigate in this matter, 
and its working among Indians, I carried out this 
test both in the normal and abnormal persons. 


Van Slyke and his collaborators introduced 
this test as early as 1923. Austin, Stillmen and 
Van Slyke showed that with volume of urine ex- 
ceeding about 2 c.c. per minute (called the aug- 
mentation limit) the urea excretion proceeds at 
maximum rate and it equals the urea contained 
in a constant volume of blood which is about 75 
c.c. in normal adult. This was termed as the maxi- 
mum urea clearance (C. M.) and is calculated by the 
following formula : 


UV 
B 
Where U is concentration of urea in urine 
B 99 99 blood 
e V_s,, volume of urine in c.c. excreted 
per minute. 


But this formula holds good only when the 
urine volume is over a certain limit which is called 
the augmentation limit and which is 2 c.c. per 
minute, If the quantity of urine passed is less 


than the augmentation limit the above formula 
does not apply and the urea clearance test is cal- 
culated by 4 Vv V—This gives the standard urea 
clearance test (C.S.) and the average normal accord- 
ing to the American figures is about 54 c.c. per 
minute. 


M6ller, MacIntosh and Van Slyke found that 
both these formulae work equally well and either 
can be used according to the quantity of urine passed. 
It has been found that the rate of urea excretion 
falls with the diminishing volume on an average in 
proportion to the square root of the volume. Thus 
both formulae give proportionate readings and the 
percentage of average normal function given by 
the two tests is usually the same. 


The standard urea clearance test has an addi- 
tional advantage that one need not stimulate the 
kidney to work at their maximum capacity by giv- 
ing the person urea or water, thus saving the bother 
of a preliminary preparation, In order to fulfil 
the usual condition of a maximum urea clearance 
it would be absolutely necessary to undertake 
a preliminary preparation as otherwise it is impos- 
sible to get 2 c.c. of urine per minute in Indians. 


My observations were made in the summer 
time and it was impossible during these days to get 
amount of urine above augmentation limit. Out 
of all the cases observed by me not one passed ugine 
even near about 2 c.c. per minute. It was, there- 
fore, much more convenient and accurate to observe 
the standard urea clearance (C.S.), 


ir. 
lla. 
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I also calculated the urea concentration factor 

by the following formula :— 

Urine urea in 100 c.c. 

Blood urea in 100 c.c. 
It does not take into account the amount of urine 
passed and it is likely to give erroneous results, but 
when calculated along with urea clearance test it 
furnishes quite useful information and keeps a sort 
of rough check on the possibility of incomplete 
emptying ofthe bladder which is a common source 
of error in the calculation of urea clearance test. 
For instance if the urea clearance test is very low 
and urea concentration factor quite good, one is 
apt to conclude that probably patient did not 
empty his bladder completely which explains the 
low urea clearance (as shown in case No. 59— 
Group IV). 

I, therefore, carried out the calculations of 
urea clearance test and urea concentration factor 
simultaneously, and moreover no extra experi- 
mentation was required for the calculation of urea 
concentration factor. 


METHODS AND ANALYSES : 


The cases observed by me included both the 
normal and the abnormal community. All ob- 
servations were carried out in the morning between 
9 A.M. and 11 A.M. after the morning breakfast 
and before mid-day meal. Patients were asked 
to empty their bladders completely before the 
start and the quantity of urine excreted during the 
two successive hours was measured (each hourly 
specimen being collected in separate urine flask). 


Amount of urine excreted per minute in c.c. 
was calculated by dividingthe total urine excreted 
in c.c. in 2 hrs. by 120. The specimen of blood 
was collected at about the middle of the two hours 
(about 10 A.M.) and the blood urea percentage was 
determined by the Marshalls, Van Slyke, Cullen 
and Maclean’s method (Soya bean titration me- 
thod). Urine urea was calculated by the hypo- 
bromite method in the modified Doremus ureo- 
meter. From the data thus obtained the standard 
urea clearance (C. 8.) was determined by means of 
the following formula : 

U 
—yv 
B 

Where U is the concentration of urea in 

100 c.c. of urine. 
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Where B is the concentration of urea in 
100 c.c. of blood. 


V_ is the volume output of urine per 
minute in c.c. 


Urea concentration factor was calculated by 
the formula given above. 


OBSERVATIONS 

For purposes of description and subsequent 
discussion it seems convenient to divide the cases 
into seperate groups. The healthy ones are grouped 
under Table No. I and II and the diseased ones are 
grouped under Table No. III—VII according to 
the nature of the various disease processes, from 
point of view of affection of kidney function. 


TABLE 


This group includes the standard normals, 
observed in the healthy student community. All 
were males and their ages ranged frcm 20 to 24 
years. 


S. No. Case No. U. C. Test. U.C.Factor 

1 1 52 80.4 

2 2 42.5 58 

3 3 35 50 

4 4 36 81 

5 5 86 127 

6 6 45.7 75 

7 7 87 86 

8 8 71 116 

9 9 63 85 
10 10 74 124 
1l at 54.7 116 
12 12 66 64 
13 13 55 76 
14 14 51 75 
15 15 35 41 
16 16 86 100 


8S. No.—Serial No. 

Case No.—as noted in Fig. No. 3. 

U. C. test—urea clearance test 

U. C. factor—Urea concentration factor. 


> 
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UREA CLEARANCE TEST ETC. 


Factor 


Age. Sex. U.C. Test 


] 17 20 M 41.8 45 
2 18 22 M 42 40 
3 19 42 M 105 107 
t 20 22 M 51.5 112 
5 21 16 M 75 74 
6 22 16 M 46 72 
7 23 32 M 50 68 
8 24 25 M 47 46 
9 25 23 M 42 65 
10 26 27 M 43 39 
ll 27 30 M 67 96 
12 28 35 M 51.5 43.5 
13 29 40 M 64 104.5 
14 30(a) 60 M 27.5 37.5 
15 31(b) 40 M 18 38 
16 32 24 M 60 90 
17 33 33 M 47.5 93 
18 34 44 M 35 41.5 
19 35 40 M 67.5 128 
20 36 25 M 42 72 
21 ot 37 M —_— - 
22 38 30 M 53 85 
23 39 27 M 36.8 72.8 
24 40 28 M 57.7 75 
25 41 30 M 42 55 
26 42 30 M 49.5 75 
27 43 15 M 58 83 
(a) Had thickened arteries and high blood 
pressure 210/140. No albumin in urine. Some 


arteriosclerotic changes had probably begun in his 
kidneys as their function was lowered as shown by 
the low readings in both the U. C. test and U. C. 


factor. It is, therefore, not a normal case. 


(b) Sallow appearance, markedly anaemic,al- 
bumin in urine present in traces. No other symp- 
tom of any renal disease. It is also not a normal 


case. 


TaBLe III 
(Nephritic group) 
Includes all cases of nephritis: acute, sub- 
acute and chronic. 


UC: Test: 


Factor. 


S.No. C.No. Age. Sex. 


20 35 


44 44 M 


1 
2 45 35 M 2.8 4.4 
3 46 30 M 4.1 7.9 
4 47 25 F 22.8 21.4 
5 48 30 M 8.9 15.2 
6 49 50 M 4.9 11.2 
7 50 40 M 9 15 
8 51 27 32 
9 52 42 F 3 6 
10 53 40 M 3.6 4.8 
TaBLe I\ 
Includes cases of enlarged prostate. 
S. No. C. No. Age. U.C. Test. U.C. 
Factor, 
1 54 60 35 36 
2 55 60 6 7 
3 56 60 16 16 
4 57(a) 55 67.2 80 
5 58 _- 20 29 
6 59(b) 60 16 50 


It is much better to catheterise all cases of 
enlarged prostate for collecting the specimen of 
urine because the possibility of incomplete empty- 
ing of the bladder is very great and although the 
side by side calculation of U. C. factor affords a 
check on this possibility of error, it is always ad- 
visable to catheterise these cases by a soft India 
rubber catheter in order to ensure a thorough 
evacuation. Case No. 59(b) indicates that bladder 
was not evacuated properly as it was not cathe- 
terised.His U. C. factor is much better while his 
U. C. test is quite low. A subsequent repetition 
of test after catheterising the bladder showed that 
U. C. test was also normal. 

Case No. 57(a) does not show any lowcaed 
renal efficiency both tests being far above the lower 
limit of normal. 


II 
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TaBLE V. TaBLe VI 
Includes cases of renal and vesical calculi. Includes cases of circulatory disorder. 


‘C. Age ‘Diagnosis. = U.C.. 
Test. Factor. No. ; Test. Factor. 


1 Bilateral renal caleuli 37 39 High B.P. and 

2 Renal colic 69 - heart failure 

3 62 — Renal colic. 55 : Mitral regurgitation 

4 Vesical calculi 9. 17 but no heart 

failure 54 


Only case No. 63 shows lowering of renal fun- Partial heart block, 
poor compen- 


ction because of the back pressure effect of a very ; f ci 

big stone which was seen on x-ray and subsequently — = 29 40 

removed on operation. The renal function is 

however, improving after the operation. Only cases No. 1 and 3 show some evidence of 
lowered renal function where the failure of com- 
pensation of circulation had begun. 
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TaBLE VII 


S. C. Age Disease ; 

No. No. Test Factor 
1 67 32 Neuralgia 49.4 65 

2 68 26 Sprue 42.4 46.4 
3 69 35 Tumour intestine 42 46.8 
4 70 22 Hydro-nephrosis 30 31 
5 71 50 Endemic ascites 50.16 66 

6 72 20 Sciatica 65 72 

7 73 24 Hypopituitarism 38 75 

8 74 30 125 


Hypothyroidism 59 


No other cases in this group showed any lower- 
ing of renal function, except case No. 4 with hydro- 
nephrosis. Cystoscopy was done on this case and 
one kidney was found to be practically out of action. 

Taking the normal cases in the Tables I and 


II the normal figures for Indians for all age groups 
are :— 


Extreme Average Average 

Range Range normal 
U. C. Test . 35 to 105 40 to 70 55 
U. C. Factor . 39 to 128 40 to 90 65 


The results (Vide figures I and II) show the above 
findings more clearly and the fact that the normal 
range of U. C. test is narrower than the U. C. 
factor testifies to its more accuracy and utility. 


For purposes of comparison I have taken the 
lower limit of normal of U. C. test and U.C. factor 
to be 35 and 40 respectively (under conditions in 
which I worked and acording to the technique 
and methods I -adopted). My observations in 
the diseased comunity lead me to the conclusion 
that the cases which show lower figures than these 
in both the tests have definitely lowered renal 
function. 


ADVANTAGES OF UREA CLEARANCE TEST 


It has been already mentioned that many 
tests for the estimation of renal function have been 
described but almost every one of them has some 
fallacy or other. The urea estimation either in 
urine or blood is mostly carried out either separa- 
tely or even conjointly and the results interpreted. 
The most commonly employed among these tests 
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are the MacLean’s Urea concentration test and 
bleed urea concentration estimation. In these 
tésts either the urea in urine or urea in blood is 
estimated but none of them take into account the 
quantity of urine excreted in a unit of time. Urea 
clearance test is the only simple test which takes 
into account all these three factors (urine urea, 
blood urea and volume of urine). 


In MacLeans’ urea concentration test possibi- 
lity of error increases as the quantity of urine 
secreted increases and urea being a diuretic it is 
frequently seen that large quantities of urine of 
low concentration are obtained thus vitiating the 
results. This difficulty may be obviated to a cer- 
tain extent by limiting the patient’s fluid intake 
for some hours before the test but it is not entirely 
eliminated. No such difficulty arises in urea 
clearance test since the volume of urine as well as 
the urine urea is taken into account proportionately 
in the mathematical formulae used for the caleu- 
lation of the urea clearance test. 


Blood urea determinations alone are likely to 
lead to gross errors ; for a raised blood urea is found 
in certain other diseases as in pneumonia, intestinal 
obstruction, high protein diet, dehydration and 
ingestion of large quantities of urea etc., and then 
there may be cases of renal disease where there may 
be no raised blood urea and yet their renal effi- 
ciency is lowered as shown by the urea clearance 
test. Thus blood urea estimations alone are infe- 
rior to urea clearance test which avoids the pos- 
sibility of such errors as mentioned above. 


Van Slyke. MacIntosh, Méller, Hannon and 
Johnston are also of opinion that the urea clearance 
test is even better than blood creatinine estimation 
and phenolsulphonephthalein test and that it is 
the best test at present for the estimation of renal 
function. Fowweather and several others are also 
of the same opinion and from the observations 
that I have made both in the healthy and diseased 
community I am convinced that this test gives a 
much better index of the true state of renal function 
than the tests now in use and that it is the best 
renal function test we possess at present. 


As mentioned elsewhere I pointed out that 
complete emptying of bladder and accurate timing 
of the specimens of urine must be thoroughly en- 
sured, otherwise results will be erroneous. 


The 
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side by side calculation of urea concentration factor 
keeps a rough check on this possibility of error ; 
for if the urea concentration factor figures are well 
above the normal and urea clearance figures quite 
low, it is possible that some error has occurred 
which may be due to the incomplete emptying of 
the bladder. So although U. C. factor estimation 
by itself is not an accurate test, it at least affords 
an important clue to the possibility of this error of 
incomplete emptying of the bladder in the estima- 
tion of urea clearance test. Thus one finds 
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Urea clearance test has been found to be a 
very satisfactory test for the estimation of renal 
efficiency,average range of standard urea clearan- 
ce in Indians being from 40 to 70 and an average 
normal being 55 c.c. The side by side calculation 
of U. C. factor keeps a check on the possibility of 
incomplete emptying of the bladder when carrying 
out the U.C. test, and thus the two tests 
(U.C. Test and U. C. Factor) carried out 


that the calculation of U. C, factor along together yield a more useful and accurate 
with the estimation of U.C. test is of great help. _ information. 
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THE DIABETIC AS A PROBLEM 


BALDEV SINGH, M.8.B.s.,M.R.C.P. (London) 
Amritsar (Punjab) 


The subject which I have chosen to speak on 
to-day is “The Diabetic as a Problem’’. I chose 
this aspect of the malady to describe only such 
manifestations as are quite often baffling to diag- 
nose or to treat. I at once exclude from descrip- 
tion that overwhelming majority of diabetics who 
are richly fed, and fat, pass from 2 to 14% sugar 
in urine on their ordinary diet with no ketone 
bodies and who have blood sugar curve prolonged 
beyond 2 hours without reaching the fasting level 
with a maximum reading from 320 to 550 mgms. 
of sugar per 100 c.c. of blood. These cases 
are easily made sugar free by putting them on 
maintenance diet with insulin, starvation 
followed by ladder diet scheme with or without 
insulin, depending on whether the patient keeps 
his weight steady or not and also whether his blood 
sugar remains within normal limits with the ration 
prescribed. This has been fully dealt with in an 
article from our Clinic published in the Amritsar 
Medical School Magazine of April 1934. 


I propose to take up only four aspects for to- 
day’s discussion. First amongst them is constituted 
by those cases who in addition to diabetes melli- 
tus, have also got cardiac failure or disease of the 
coronary arteries. Cardiac failure when it is due 
to advanced diabetes, is attributed to the fact that 
the heart muscle gradually fails in the absence of 
insulin to make use of glucose, although the con- 
centration of the latter in blood may be much above 
the normal. The two cases in which we have seen 
it are dead. They were cases of advanced diabetes 
mellitus lasting 15 and 20 years respectively. 
Although once fat they became emaciated later 
on and lack of energy in muscles, that is, asthenia 
was their main complaint. They had courses of 
insulin treatment which were never regular. Their 
ages were 50 and 55 years respectively. They 
showed signs of congestive heart failure : i.e. dys- 
pnoea, rapid pulse with normal rhythm, liver en- 
larg21, oedema of feet, systolic blood pressures of 
100 and 140 mm. of Hg. and the diastolic pressures 
of 65 and 60 mm. of Hg. respectively. When 


digitalis was exhibited without insulin, it had 


practically no effect. When digitalis and insulin 
were given with an increase in the diet the improve- 
ment was immediate. The first effect was that 
nocturnal dyspnoea disappeared and patient had 
a sound sleep. This treatment whilst very effective 
in the early stage of heart failure ultimately proved 
to be futile when they developed 2nd and 3rd attack 
of failure, the patients having given up treatment 
when the symptoms of heart failure disappeared. 
I attribute this failure in treatment to ultimate 
fatty degeneration of the cardiac muscle fibres so 
that even if insulin and glucose were provided 
they could not make use of the food. 


In such cases of heart failure if diabetes is not 
recognized to be the cause, ordinary treatment of 
heart failure i.e. rest, purgatives and digitalis 
have very little effect. Such error in diagnosis is 
quite likely to happen as a patient with heart failure 
and dyspnoea, on a restricted diet often shows 
only traces of sugar in urine and unless an enquiry 
into the history is more elaborate, the true cause 
of heart failure may escape notice altogether. It 
is advasible, if a trace of sugar is present in the 
urine, to have preferably an estimation of the 
blood sugar or only to have the urine examined 
after the administration of glucose by mouth. 


In cases where coronary arteries suffer more 
than the cardiac muscle, the predominant symptcm 
is cardiac pain and not the heart failure. The 
peculiarity of one of our cases was that he had a 
typical attack of angina only a few minutes after 
a carbohydrate or fatty meal was given, so much 
so that when he was given 50 gms. of glucose for an 
estimation of blood sugar he had the severest at- 
tack of pain followed by symptoms of cardiac 
infarction. 


Coronary arteries are muscular arteries with 
relatively less amount of elastic tissue in them. 
They are favourite sites for diabetic athero- 
scleroses. WARREN’ gives a beautiful  des- 
cription of how the change occurs, due to distur- 
bance in lipoid metabolism, i.e. ketone bodies 
damage the endothelium followed by lipoid imbi- 
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tion in the sub-endothelial layer, later on causing 
athero-sclerosis. 

The anginal attacks have been attributed to 
the fact that due to damage of the endothelium. 
the defective osmosis allows concentrated solution 
of sugar to pass into the subendothelial tissue and 
when the blood sugar falls, water is absorbed by 
the intima and so it swells up, diminishing the lumen 
of the vessels and diminishing blood supply to the 
cardiac muscle. 

This explanation holds true in. most of the 
cases but in the case above mentioned the, $ymp- 
toms came on in. such a short time after giving 
glucose that nothing short of some reflex contrac- 
tion of vessels can be thought of. The possibility 
of swelling of intima imbition can hardly be applied 
in this case for if this were so, symptoms could 
not have appeared till blood sugar began to dimi- 
nish in blood which as indicated by blood sugar 
curve of the patient did not come down till three 
hours later. Also when he was put on pure protein 
diet i.e. white of egg and albumen water, fish with 
a little cheese, symptoms did not appear. It can 
therefore be surmised that as carbohydrate and 
fatty diet only caused the anginal syndrome 
immediately after ingestion, it must be due either 
to rapid absorption from the stomach of some 
chemical product affecting the coronary arteries 
either directly or by reflex action or due to 
some reflex effect brought about by filling of the 
stomach. The latter can be ruled out again by the 
fact that filling of stomach by protein food did 
not cause the effect. It must, therefore, be some 
chemical substance absorbed from the stomach 
leading to a spasm of the coronary arteries either 
by a direct or a reflex action. Such effect was 
nullified by exhibiting insulin. es 


These cases show a wonderful improvement 
with insulin and glucose therapy. I may mention 
here, however, that whilst our experience of relieving 
anginal symptoms with insulin and glucose is so 
happy in these cases, it is equally unhappy in those 
cases who suffer from angina pectoris due to ar- 
terial disease following on some other cause. Per- 
sistent treatment with insulin and glucose for three 
months in cases of non-diabetic anginal syndrome 
did not produce even the slightest effect on the 


pain. 
In the second group I include cases which, 
in addition to diabetes mellitus,developed symp- 
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toms of acute abdomen. I have the experience 
of only three such cases, two of which remained 
undiagnosed, one even after laparotomy and in 
one alone the diagnosis of sub-acute pancreatitis 
was arrived at. Iam sure if this possibility were 
kept in one’s mind a better diagnosis might 
have been made even in the first two cases. All 
these cases had diabetes mellitus ,-; of 
two ta seven years’ duration respectively. Two 
of them had severe epigastric pain followed.,by 
collapse, in the third the pain began at the back 
and later on,,shifted to,epigastrium and right and 
left hypochondrium. They all developed some 
rigidity of the upper abdominal muscles. One 
case was suspected to have perforated gastric ulcer 
which was not found to be prsent at laparotomy, 
the second was suspected to be suffering from gall- 
stone colic, although no gall bladder desease could 
be detected by a cholecystography after recovery 
from ‘pain, the third was suspected to be a case 
of sub-acute pancreatitis and the diagnosis was 
confirmed by the high urinary diastase present 
in the urine of the patient within twelve hours 
after the attack and it took seven days to come 
down to normal i.e, 12. units. 

In all these cases there was a leucocytosis from 
fifteen to twenty thousand corpuscles for which 
no explanation is coming forth; there was great 
disturbance of fat metabolism during the attack 
as ketosis with absence of sugar was the predomi- 
nant feature in the urine. 

I want to emphasise that it is possible that 
most of these cases developing acute symptoms 
are really cases of acute or sub-acute pancreatitis 
and need to be treated’ for that malady. ‘The last 
case in which the disease was diagnosed was kept 
under watch on medical treatment. She was 
given morphia followed by divided doses of calcme) 
and saline to allay her vomiting and to move 
her bowels. Fomentations were applied, gluccse 
with insulin was pushed. As she began to improve, 
the question of operation was postponed. 


There is a third type of case also. In them 
diabetes mellitus is associated with kidney damage. 
The kidney damage may be an independent entity 
made worse by ketosis or only be due to ketosis. 
I have chosen to mention these cases because of 
the fact that they are easily mistaken for uraemia 
if the urine is not examined for the presence of 
ketone bodies in addition, 
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Their urine examination revealed : (i) specific 
gravity ranging from 1010 to 1020; (i) albumin 
from .5 to 1 per cent; (iii) sugar—nil; (iv) 
ketone bodies in abundance; (v) fine and coarse 
granular casts. Ketone bodies in such urines 
may either be due to diabetes mellitus or be due to 
starvation caused by vomiting. Absence of sugar 
is due to the same cause. 

The symptoms of the patient were drowsiness 
amounting to semiconsciousness, hissing dyspnoea, 
blood pressure ranging between 120 to 180 mm. 
Hg, (systolic) and 80 to 110 mm. Hg, (diastolic) 
age from 50 to 64 years respectively. 

Taking ketosis to be due to diabetes mellitus, 
all these cases were treated for diabetic coma, 
one survived out of the three cases. For the first 
two, treatment was begun very late but the diag- 
nosis was confirmed by the fact that when glucose 
was given intravenously without insulin up to 
three per cent sugar was detected in urine. 

It is one’s belief that ketosis has a definite 
toxic effect on the renal epithelium, causing albumin 
to appear in the urine. 

Those cases with blood pressure more than 
150 during the attack were perhaps cases of mixed 
diabetic and ureamic comas, the catastrophe being 
hastened by ketosis further damaging the already 
damaged kidney. I have no doubt that even in 
these cases if treatment for diabetic coma be begun 
early some percentage will survive, for it is possible 
that when ketosis disappears, kidney may yet be 
fit enough to resume function and ureamic symp- 
toms may too clear up gradually. 

The last group presents a baffling problem for 
us, the solution of which has not yet been found 
although symptomatic treatment has always brought 
relief. 

They are cases of diabetes mellitus with or 
without ketosis with vertigo as a predominant symp- 
tom. Out of the four cases we had the symptom 
was most severeinonecase. Inonecase it appeared 
when the patient walked for some distance and 
it disappeared either by quickening the pace or by 
standing still ; in another it was present when he 
sat or stood up; inthe third it was constant in 
all positions ; the fourth had it when his urine was 
free from sugar and he could not get food at meal 
times. 

All these patients had vertigo when they passed 
sugar in urine except the last one. He who had 
constant trouble had ketosis in addition. Their 
ages varied between 30 to 45 years. None of them 
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had nystagmus, tinnitus, defect in hearing etc., 
tests for vestibular nerve (hot and cold douching 
and galvanic test) proved to be negative. Their 
blood pressures were within normal range. The one 
who got it by walking had myotatic irritability. 
Cardio-vascular system in all cases was found to be 
normal. 

The vertigo of the case with ketosis disappeared 
when he was made sugar and ketone free by diet 
and insulin, the one who got it by starvation was 
advised to keep some biscuit handy to eat 
when he hadthe feeling of vertigo and he 
has been keeping free from the symptoms. The 
one with postural vertigo was hard to treat and 
he had no relief with sedatives. His symptom 
ultimately yielded to ephederine in addition to 
treatment for diabetes mellitus. The one with 
myotatic irritability was given purgative and 
calcium gluconate 2 tablets thrice daily, and he 
was relieved of the trouble after 3 days. In all 
these cases except one who got vertigo with starva- 
tion, the ephederine and calcium was only affective 
if the patient was kept sugar free. 

As to the cause of vertigo in these patients 
one has not been able to come to any conclusion. 

The explanation which one attempts to offer 
is as follows. It seems that the sensation of vertigo 
is the result of unequal stimulation of the various 
nervous centres of posture in the cerebrum, cere- 
bellum, pons and midbrain. 

In one case it is ketosis, in the other hypo- 
glycaemia caused by starvation, in the third change 
in blood pressure due perhaps to some defect in 
arteries, which could not be detected clinically 
and in the fourth, lack of calcium which affected 
the centres. In the last case it is not possible yet 
to explain how the calcium defect was caused by 
diabetes mellitus. It is possible that the patient 
had some other defect in addition to diabetes melli- 
tus, calcium metabolism too became upeet. 

In conclusion I take this opportunity to offer 
my grateful thanks to Lt. Col. Amir Chand, Dr. 
Guran Ditta, Dr. Dhanpat Rai, Dr. Chuni Lal 
Chatrath and Dr. Ganeshi Shai Sahib, for 
their kindly helping me with clinical material and 
practical advice regarding treatment. 

It is a pleasure to thank Dr. Vishwa Nath, 
my Teacher, whose explanations of some of my 
difficulties were always of genuine help to me. 

Last but not the least I thank my colleague 
Dr. Balbir Singh who always spared time to help 
me in investigating these cases. 


ON A SIMPLE METHOD OF CHLORIDE ESTIMATION AND ITS 
VALUE IN FRACTIONAL TEST MEAL WORK 
S. P. GUPTA, M.D, 


(From the Pathology Depariment, 


That a total chloride curve represents the 
true secretory variations of hydrochloric acid in 
gastric juice is well known. Why has it not been 
taken up as a routine in fractional test meal work ? 
The reasons probably are :— 

1. The methods advocated for the estima- 
tion of chlorides in gastric contents depend on 
silver precipitation in presence of strong nitric 
acid and estimation of excess of silver by potassium 
thiocyanate with ferric alum as an indicator—a 
method tedious enough for routine work. 

2. No definite standard for chloride curve 
has been adopted and one finds it difficult to eva- 
luate the observed findings. 


The method which I have used obviates both 
the above difficulties. It involves a direct titration 
with a standard silver nitrate solution using potas- 
sium chromate as an indicator. The results 
obtained may not be absolutely correct, but they 
are quite useful for practical purposes. The alcohol 
precipitable substances in the filtrates, and the 
nitric acid soluble but water insoluble salts of 
silver are negligible in quantity. 


METHOD 


The reagents required are :— 

1. A ten per cent solution of potassium 
chromate. 

2. A silver nitrate solution of which one c.c. 
when neutralising 2 c.c. of the filtrate represents 
ten centigrams of sodium chloride per 100 c.c. 
It is prepared by dissolving 2.5 grams of silver 
nitrate in 430 c.c. of distilled water (or more cor- 
rectly 5.81 to a litre). The same silver solution 
can be used for the estimation of chlorides in blood, 
serum, urine, cerebro-spinal and serous fluids. 
A measured amount (preferably 2 c.c.) of the fil- 
trate is taken in a beaker and four drops of pot. 
chromate solution are added to it. The solution 
assumes a bright yellow colour. The silver solu- 
tion is added gradually from a burette. The 
number of c.c. required to produce a faint red 
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colour, multiplied by gives the 
total chlorides in centigrams per 100 c.c. To 
save time the titration for chlorides can even be 
done in the same specimens as are used for the 
estimation of free hydrochloric acid. After neu- 
tralising the free HCl the dimethyl indicator 
becomes yellow and does not affect the pot. chro- 
mate colour. In this case the total acidity depen- 
ding on phenolphthalein indicator cannot be 
estimated. 

Thus the above technique involves practically 
a direct reading of the results in centigrams of 
NaCl per 100 c.c. without the application of any 
tedious formulae or calculations. Moreover the 
chlorides can be plotted on the same chart and 
with the same figures as that of N/10 NaOH re- 
presenting centigrams of sodiumchloride. The 
chloride curve thus obtained practically corres- 
ponds to that of free acid, and no new standard 
of chloride curve need beremembered. (Case No.1). 

(see diagrams) 
EVALUATION OF RESULTS 


I estimated chlorides in 36 cases, and they 
indicate clearly that some cases of hypochlorhy- 
dria (Case No.II) and achylia (Case No. III) are of 
spurious type, while others represent a true achylia 
(Case No. I ). In normal cases when there is 
regurgitation of duodenal contents in the last 
stages, free acidity disappears but the chloride 
curve is seen to be rising. 

A little chemical calculation shows that 58 
units of chlorides (as centigrams of NaCl) are 
equivalent to 100 units of free HCl (in terms of 
N/10 NaOH). If the chlorides in gastric juice 
existed only as free HCl the height of the curve 
of free acidity would have been about double of 
that of chlorides. Normally, and with only a few 


exceptions, we find that the chloride curve cor- 
responds to or is a little bit higher than the free 
acid curve. It shows that the free HCl is always 
being neutralised to some extent, and that occurs 
even in the absence of visible regurgitated contents. 
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Percentage of HCl in terms of N/10 NaOH 
or Chlorides as Na Cl in Centigrams per 100 c.c. 
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The raising of the chloride curve is also due to the 
inorganic chloride content of the gastric juice and 
regurgitated duodenal contents. 


The curves of free acidity are, then, the net 
result after neutralisation which must occur in 
normal cases too. If the neutralising mechanism 
is at fault the free acid curve will be higher than 
the chloride one (Case No. V). On the other hand 
a high chloride curve with or without a high acid 
one indicates a definite hypersecretion. In this 
way a chloride in combination with a free acid 
curve serves to differentiate between hyperchlor- 
hydria due to lack of neutralisation and that due 
to excess of secretion. 


In those cases where fasting contents only 


are examined the estimation of total chlorides - 


is of great value. The fasting juice generally 
does not contain any free acid. It is neutralised 
by swallowed saliva and duodenal regurgitation. 
The chloride content of saliva is 12 to 15 and that 
of gastric juice (apart from hydrochloric acid) is 
18 to 20 centigrams per 100 c.c. If there is no 
regurgitation of bile, and if the chlorides are more 
than 30 centigrams, it strongly suggests the pre- 
sence of free HCI. However, in cases of pyloric 
stenosis and gastric dilatation where the remnants 
of the last meal persist, the results will be vitiated 
by chlorides in the last meal. 


The chloride content of pancreatic juice is 
about 45 and that of gall-bladder bile is about 80 
centigrams per 100 c.c. Suppose they are mixed 
with gastric juice in equal amounts, the chloride 
content of the mixture will be about 40 centigrams. 
Therefore in those cases where duodenal contents 
have regurgitated the chloride limit should be put 
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at 40 centigrams. Chlorides above this figure 
would, then, be very suggestive of the presence 
of free HCl. Its presence should always be sus- 
pected when the chloride figure is above 30, for 
bile is generally less than half in proportion and 
it is not always the concentrated gall-bladder 
bile which is poured into the duodenum. Wilkin- 
son estimated total chlorides in 200 cases of per- 
nicious anaemia with achylia gastrica, and they 
never rose above 37.2 centigrams per 100 c.c.—a 
figure which we have already arrived at by 
approximate chemical considerations. 


Though chlorides can very often give.a useful 
information, it is rarely that the estimation of com- 
bined acidsisofany great value. A marked increase 
in total acidity is generally due to lactic and other 
organic acids, and their qualitative detection is 
of much more value than their quantitative esti- 
mation. It is therefore suggested that chloride 
estimation and its curve should be substituted 
for that of total acidity. In cases suspected of 
hypochlorhydria or achylia the acid curve alone 
may give a wrong information, but a chloride 
curve alone or coupled with a qualitative test for 
free HCl and organic acids should prove very 
useful. 


SUMMARY 


The simple method for the estimation of total 
chlorides in fractional test meals involves a direct 
titration and a simple calculation in centigrams 
of NaCl per 100 c.c. The figures can be plotted 
on the same~chart, with the same figures as that 
of N/10 NaOH, and give practically the same 
standard curve as that of free hydrochloric acid. 
The significance of the results has been discussed. 
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OPERATION ON THE PHRENIC NERVE FOR 
TUBERCULOSIS OF LUNGS* 


B. JAYARAM, M.B., ETC. 
Mysore 


The treatment for tuberculosis of lungs has 
gone through many changes in recent years. The 
old method of fresh and open air treatment com- 
bined with a nutritious diet, and leaving the patient 
to fight his own battle has given place to a more 
active treatment by way of surgical interference 
and the so called specific treatment—gold therapy. 


The surgical treatment aims at minimising 
the spread of tuberculous lesion by collapsing 
the lung and limiting the disease to the affected 
side only. This is achieved in a number of ways :— 


1. Artificial pneumothorax 
2. Oleo-thorax 


3. Operation on phrenic nerve and paraly- 
sing the diaphragm 


4. Extra-pleural paraffin-filling 
5. Thoracoplasty 


Amongst the above, I intend to take up the 
operation on phrenic nerve, and discuss how far 
this helps in alleviating the sufferings of the patient 
and checking the progress of the disease. 


A few words about anatomy of phrenic nerve 
may not be out of place here, Taking its origin 
from the 3rd, 4th and 5th cervical nerve roots, 
it passes downwards and inwards over the belly 
of scalenus anticus under cover of the sternomas- 
toid muscle and of the pulley of the omo-hyoid, 
then beneath the subclavin vein into the thoracic 
cavity where it passes along the external surface 
of the pericardium to the diaphragm. Usually 
the internal jugular vein is medial to it but some- 
times overlies it. The ascending cervical artery 
accompanies it to a certain extent and sometimes 
the transverse cervical artery and vein cross it 
superficially. 


Though the nerve usually passes across the 
anterior surface of the scalenus anticus, it lies medial 
or lateral to this muscle. I have found it in a few 
cases about 2-3 mm. away from the border of the 
muscle. Occasionally I have seen the branches 
from the roots run separately and then unite below 
the pulley of the omohyoid. The usual size of 


*Paper read at the Scientific Section of the XI 
All India Medical Conference, Delhi, December, 1934. 


the nerve is about the thickness of the graphite 
in a lead pencil. Occasionally it is a very thin 
twig and snaps during manipulation. This occurred 
in two of my cases, and not being able to find the 
nerve, the wound was closed. A week later when 
the patient was fluoroscoped the diaphragm was 
found to be paralysed. 

In about 20 to 30 % of cases an accessory 
phrenic nerve has been described, and this takes 
its origin from the fifth cervical nerve. 

The details of the operation, I do not like to 
worry you with. Any text book of surgery will 
give it. One or two words about the identification 
of the nerve, I should like to mention. It is said 
that this nerve has to be differentiated from vagus 
on the one hand and the sympathetic trunk on the 
other. The vagus lies so far interior from the field 
of operation that it is not a danger provided one 
is correct in his line of incision and the landmark. 
The internal jugular vein being the lateral struc 
ture in the carotid sheath, is the one that comes 
into view, if you have gone too much medially. 
This should give us the caution in our further 
manipulation so that the vagus will not be inter- 
fered with. The sympathetic trunk can be identi- 
fied by tracing it up and down and identifying 
the enlargements along its course. The best pro- 
cedure when one is doubtful about the identity 
of the phrenic nerve is to trace it upwards to the 
nerve roots. 

The operation of election is to pull the nerve 
out entire, failing which as much of the nerve 
should be resected as possible. One has to put 
in a good deal of force in pulling out the nerve. 
Having an idea about the several abnormalities 
that could come in, in the course of this nerve, 
one has to be careful. One of the abnormalities 
is the looping of the nerve round the subclavian 
vessels, in which case undue force might snap 
through the blood vessels leading to haemorrhage 
difficult to control. 


INDICATIONS FOR PHRENICECTOMY 
Alexander in his book on _ surgery of 
Pulmonary Tuberculosis writes as follows :— 
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INDEPENDENT OF ARTIFICIAL PNEUMOTHORAX 
1. In acute highly febrile though progressive, 
predominantly caseous types of tuberculosis, when 
there is considerable activity in the better lung. 
Very good results have been obtained in our series 
of cases. 


2. For chronic types of disease where arti- 
ficial pneumothorax cannot be induced. 

3. For those cases of unilateral tuberculosis 
which do not show reasonable promise of becoming 
arrested by a continuation of sanatorium treatment. 


SUPPLEMENTARY TO ARTIFICIAL PNEUMOTHORAX 
oR THORACOPLASTY 
1. When partial or total pneumothorax is 
not producing satisfactory results. 
2. Supplementary to a complete or entirely 
satisfactory artificial pneumothorax. 
In the course of 5 years 102 operations on 
the phrenic nerve have been performed. 
The accompanying table shows the cases 
according to stage of disease. The Turban Ger- 
hardt Inmann classification is adopted. 
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NUMBER OF CASE IN WHOM THE OPERATION WAS 
PRECEDED OR FOLLOWED BY ARTIFICIAL 
PNEUMOTHORAX 
A. P’s before 
Phrenicectomy 


A, P’s after 
Phrenicectomy 


11 8 
NUMBER OF UNILATERAL AND BILATERL CASES 
IN WHOM THIS OPERATION WAS DONE 


Ia IIa IIIa Ic IIb IIIb Ib IIe IlIe Bron- Total 


chiec- 
tasis 
and 
abscess 
lung 
3 19 70 1— — - 1— 8 102 
RESULTS 
Arrested Improved Worse Died Total 
53 9 24 16 102 


RESULTS AOCORDING TG THE STAGE OF DISEASE 
Results Ia Ila Illa Ib Ile Bronchiec Total 
tasis & abscess 


lung 
Arrested 2 12 31 1 = 1 6 53 
Improved—- ] 6 —- — 2 9 
Worse 1 4 19 — — — 24 
Died — 2 4-—- — — 16 
Total 3 19 70 #1 1 8 102 


Results Unilatera! _ Bilateral Total 

Arrested 31 22 53 
Improved 4 5 9 
Worse 7 17 24 
Died 5 11 16 
Total 47 55 102 


NATURE OF OPERATION PERFORMED 


Entire removal Partial removal Crushed 
9 74 19 


Here I would like to draw your attention to 
the crushing of the nerve which was done to have 
a relative idea about the results. The diaphragm 
was found paralysed even after periods ranging 
from six months to two years. 


From the foregoing tables it is quite clear 
that operations on the phrenic nerve for tuber- 
culosis of lungs is a great help to the phthisiologist. 
The progress of the disease is effectively cut short. 


CoNCLUSION 


Considering the thorax as a_ cylinder, 
the diaphragm by its piston-like action 
draws the air into the lungs and drives it out again 
in respiratory function. It is this piston-like action 
which tends to disseminate tuberculous lesions 
into the other parts of the healthy lung. When 
the diaphragm is paralysed this tendency to dis- 
semination is effectively minimised and good 
results are achieved. 
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EDITORIAL 


The J. P. C. report has much to say on the 
subject of the Indian Medical Council. We are 
glad to see, in regard to the withdrawal of recog- 
nition of Indian medical degrees by the British 
G. M. C., the comment “‘it is perhaps not surprising 
that the action of the Council caused resentment 
and protest’? but in view of the circumstances, 
the purity of intention ascribed to the Council 
will hardly convince Indian circles. There were 
too many vested interests at work. However, 
the particular feature of the Indian Medical Act 
with which the J. P. C. is concerned is that relating 
1o reciprocity in the matter of recognition of Bri- 
tish and Indian medical degrees. It cites the 
Medical Act of 1886 by which, in view of the recog- 
nition accorded in India to practitioners registered 
in the U. K. the recognition of practitioners regis- 
tered in India is empowered in the U. K. But, 
the snag lies in the fact that while the power of 
recognition is granted to the British G. M. C. it 
is for that body to decide whether the practitioners’ 
qualifications furnish “a sufficient guarantee of 
the possession of the requisite knowledge and 
skill for the efficient practice of medicine, surgery 
and midwifery”. This precisely is the rock on 
which all negotiations in the past have been wrecked 
and is likely to be the rock on which all future 
negotiations for reciprocity will be wrecked. In 
the event of non-recognitiun by the G. M. C. there 
is provision for reference to the Privy Council for 
final decision and the J. P. C. report conta‘ns the 
comment in regard to the past controversy that 
“it is to be regretted that none of those affected 
(i.e. Indian practitioners) thought fit to avail 
himself of the right of appeal to the Privy Council 
and to obtain a decision from a body whose im- 
partiality could not be questioned’. It is also 
suggested that this might be dene when negotia- 
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tions for reciprocity are undertaken in regard to 
British medical degrees now included in the second 
schedule of the Indian Medical Council Act for 
feur years. Indeed, so strongly do the J. P. C. 
feel on this point that they propose an amendment 
of the Indian Medica] Council Act whereby the 
right of appeal which lies at present to the Governor- 
General should be taken from him and given to the 
Privy Council. The reason adduced by the J. P. C. 
is that they do not consider the Governor-General 
competent to adjudge the suitability of medical 
degrees for recognition in India. This is an extra- 
ordinary reason because it is wellknown that the 
necessary technical advice is always available to 
th Governor-General. Moreover he has the benefit 
of the advice of the Indian Medical Council itself 
which has to deal with such questions in the first 
instance and again he has authority to call upon 
and give hearing to any party aggrieved by a 
decision of the Indian Medical Council. We do 
not really see hew the Privy Council would be in 
a better position to deal with such matters than 
the Governor-General. The only conclusion we 
can come to is that this recommendation of the 
J. P. C. is evidence of a deep suspicion even of the 
Governor-General but in reality there is little 
ground for apprehension in view of the present 
composition of the Medical Council in which the 
official and certain elected elements are so pre- 
ponderating that the G. M. C. can always count 
upon having their own way. Th> few months 
of experience we have already had of the working 
of the Indian Medical Council unfortunately only 
serves to confirm us in this view. 


Not content with this the J. P. C. Report 
seeks to provide for the automatic recognition 
of the qualifications of the I. M. 8., R. A. M. C. 
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and other military medical officers, thereby giving 
them right to practise in the country. We do 
not see any justice in this or any reason for this. 
We may concede that the members of these ser- 
vices should be confined to the treatment of the 
army but we cannot see the justification of allow- 
ing them the right, by virtue of their military conn- 
ection, to practise in the civil spheres. This appears 
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to us to be a total negation of the responsibilities 
proposed under the system of a provincial auto- 
nomy and also their large restriction to the much 
lauded reciprocity. The last All-India Medical 
Conference has rightly stressed on this point and 
the resolutions passed are eloquent testimony to 
the attitude of Indian medical men in this con- 
nection. 


: 
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Prognosis in Arteriosclerotic Heart Diseases. 


L. E. Vixo (J. A. M. A., Aug. 25, 1934 Ref. 
Med. Times, 1934) states that since prognosis is 
merely quantitative diagnosis, rational treatment 
depends on the ability to estimate the stage of 
cardiosclerotic process. Most reports considering 
the prognosis of a series of cases of angina pectoris 
include not only those in which this symptom is 
due to coronary arterioscelerosis but also those in 
which it is due to rheumatic aortic disease and sy- 
philitic aortitis ; likewise cases of coronary occlusion 
due to syphilis are grouped together with those 
due to coronary arterics.lerosis. Since it is reason- 
able to suppose that the etiologic factor might 
modify the prognosis, the author’s study includes 
for discussion only those cases in which coronary 
arteriosclerosis was considered the cause of angina 
or coronary occlusion. The attempt is made to 
present the prognosis of cases corresponding to the 
pathologic sequence of coronary sclerosis (with or 
without occlusion) and myocardial fibrosis. Of the 
133 patients, seventy-six are dead and seventy- 
seven are living, permitting comparison and re- 
examination of the living patients to help in clearing 
up questionable points. A study of the sympto- 
matology of those patients who had died of heart 
disease showed that there had been a surprising 
tendency for the clinical picture to follow either the 
anginal syndrome or the syndrome of congestive 
failure. Though a few cases beginning with angine 
pectoris changed to the picture of chronic congestive 
failure as a terminal event. Likewise a high per- 
centage of those cases beginning with congestive 
failure presented this syndrome till death without 
apparent angina or coronary occlusion. In a high 
percentage of cases the first symptom pointed to 
the type of death. Onc half of the patients in 
whom dizziness, syncope or numbness of the extre- 
mities was the first symptom died not of heart 
disease but of cerebral hemorrhage. Hence it 
seemed to be advantageous to study the cases in 
separate groups according to cause or type of death. 


J. C. B. 


Progress in the Diagnosis, Prognosis and 
Treatment of Syphilis of the Aorta 


H. Scuiesincer (Wien. klin. Wschr. 46: 1030, 
1933, Ref. Am. J. Syph. and Nemd. Oct. 1934) 
has made a systematic examination for the last ten 
years for syphilis in all cases that come to his 
hospital. Among 10,600 patients seen from 1923 
to 1933, 1,289 had syphilis (12.2 pe cent). 
Among these 421 had syphilitic aortitis, that is 
31.9 per cent of the syphilitics and 3.9 per cent of all 
the patients. Unfortunately syphilis of the worta 
is still increasing. Statistics show that 1 out of 
every 25 patients of a large hospital in Vienna or 
Berlin has syphilis of the aorta. 


The classical symptoms of completely developed 
mesaortitis are very well known but it is more 
difficult to diagnose eatly cases with few symptoms. 
In syphilis of the aorta the coronary vessels and 
aortic valves are injured more freyuently than in 
the other diseases of the aorta, and the clinical 
symptoms of both of these types of lesions axe sug- 
gestive of syphilis. If a patient of middle ages 
has attacks of angina with insufficiency of the 
aorta which is not caused by endocarditis, it is 
very probable that he has syphilitic aortitis. 
Scherf has recently shown that an early diagnosis 
of coronary lesions can be made by means of an 
electrocardiogram taken before and after exercise. 


The prognosis of syphilitic aortitis is not so 
serious as it formerly was. This is probably due 
to the fact that in former’ years only 
severest cases were recognized. The fact that 
aortitis is so frequently found by chance on autopsy 
and is by no means always the cause of death 
shows that the prognosis varies greatly in different 
cases. Among 91 autopsies syphilis of the aorta 
was the cause of death in 53 cases. In 38 it was a 
chance finding. Ifa specific disease affects the arch 
of the aorta the prognosis is much more favorable 
than if it affects the coronary vessels or the aortic 
valves. A difference of a few millimeters in the 
level of the lesions sometimes means the differ.nce 
between life and death. Any attack of angina may 
cause sudden death, but the stenocardia may be 
cured temporarily or permanently by specific treat- 
ment. If the patient has cardiac dyspnoea which 
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sometimes causes attacks of oedema of the lungs, 
the dange. is greater but the author has sometimes 
seen even this dyspnoea disappear for three and 
one-half years with careful antisyphilitic treatment. 
Cardiac dyspnoea therefore is the most serious of 
the complications of aortitis. The earlier the 
diagnosis is made the more frequently the disease 
can be brought to a standstill. 

There is a peculiar relationship between sy- 
philis of the aorta and syphilis of the nervous system. 
If one of these processes progresses the other al- 
most always comes to a standstill. Pulmonary 
tuberculosis also seems to inhibit the development 
of syphilis of the aorta. 

The prognosis of aneurysm is also much more 
favorable than was formerly thought if specific 
treatment is given. Real cure is not possible but 
very extensive retrogression of the aneurysm can 
be brought about by contracting thrombi. Im- 
provement may persist for as long as ten years. 

J. C. B. 


The Haemopoietic Response to Therapy in 
Non-Tropical Anaemias 


J. M. Vaueuan (Trans. Roy. Soc. Trop. Med. 
and Hyg. 26: 533-544, 1934) reviews the work on 
blood regeneration. The result of treatment is 
judged by the deviation of the reticulocyte res- 
ponse from the expected maximum and the occur- 
rence of secondary rises and the subsequent rate of 
increase of red cells and haemoglobin. In the 
majority of megalocytic hyperchromic anaemias 
the missing haemopoietic factor is the pernicious 
anaemia or P. A. factor present in liver. In un- 
complicated cases of Addisonian anaemia treated 
with adequate doses of any liver preparation by 
mouth, the height of the reticulocyte response is 
inversely proportional to the level of the red cell 
count before treatment. The estimated figures for 
the reticulocyte peak after ora! treatment are lower 
than those obtained after parenteral therapy and 
the subsequent rise in the red cell count is slower. 

In hypochromic anaemias due to iron defi- 
ciency, the maximum reticulocyte response is more 
directly related to the initial haemoglobin level than 
to the red cell count and the response generally deve- 
lops sooner and is more prolonged than in the anae- 
mias responding to P. A. factor. If the initial 
haemoglobin level is under 50 percent an average 
daily increase of one per cent follows adequate iron 
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therapy. In anaemias due to lack of vitamin C, 
a similar response only follows specific treatment 
with vitamin C. In acute haemorrhagic anaemia 
immediate regeneration with a typical reitculocyt¢ 
response, depends on the presence of adequate 
stores of all the haemopoietic facto.s. 

The following factors inhibit blood regenera- 
tion: (1) multiple deficiencies, eg. of P. A. fac- 
tor, iron or thyroid ; (2) achlorhydria, the utilise- 
tion of iron being greater when free acid is present 
in the gastric juice than when it is absent; (3) 
failure of intestinal absorption, for which the evi- 
dence is not conclusive; (4 sepsis; (5) arterio- 


sclerosis. 
&. 


Syphilis and Paralysis of the Dilators 
of the Larynx 


M. Jacox (Presse med. 13: 538, 1934; Ref. 
Am. J. Syph. and Neurol. Oct. 1914) points out 
that ia 1863, Gerhard made a study of the paralyses 
of the vocal cords. He found a very well defined 
group in which only the dilators of the glottis are 
affected. They are affected symmetrically on both 
sides. Recently Lermoyez has studied the rela- 
tionship between the Gerhard syndrome and syphilis 
and believes that paralysis of the abductors of the 
larynx is practically always caused by syphilis. 
He says that the Gerhard syndrome alone demon- 
strates syphilis unless it can be disproved 
absolutely. Paralysis of the abductors of the 
larynx is analogous to the Argyll-Robertson pupil. 


The author describes a case of his own of laryn- 
geal dyspnea caused by paralysis of the dilators 
in which there was no history or evidence of syphilis 
and antisyphilitic treatment had no effect. The 
serologic reactions were negative in both the blood 
and spinal fluid. He cites three similar cases from 
the literature, one of them associated with a benign 
polioencephalitis and one with typhoid. He be- 
lieves the syndrome is due not to a specific virus but 
to a definite anatomical localization of the injury 
which may be caused by the various diseases but is 
most frequently caused by syphilis. The lesion is 


inside the medulla and affects the dilator fibers 
before they join the vago-accessory fibers in the 
cord. In his case there was probably a blood vessel 
rupture in this region, as the man had high blood 
pressure, and an enlarged heart and the laryngeal 
paralysis developed suddenly. Therefore, 


isolated 
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paralysis of the dilators of the larynx is not patho- 
gnomonic of syphilis. 


J. C. B. 


Suprarenal Treatment of Asthma 


P. Esca (Bull. de la Soc. Med. des Hopit., 
Ref. Med. World, December 7, 1934) reports the 
case of a woman (the subject of tabes) whom he 
treated for a year and a half with injections of 
suprarenal extract for asthma. She was accus- 
tomed to have as many as four paroxysms a day and 
no other treatment was of any avail. The curious 
thing noted by Escatier was that during the 
eighteen months although palpitation and paleness 
were occasional the injections had no effect on the 
woman’s blood-pressure. At the end of the period, 
however, she presented some serious attacks of 
syncope, which pointed to the advisability of stop- 
ping the suprarenal injections. EscaLiER sug- 
gests that in similar treatment we should look 
for evidence of its physiological effect elsewhere thar 
in the blood-pressure. 


B. 


Leucocytosis in Chronic Pulmonary 
Tuberculosis 


Leroy Erick (Colorado Med. 31 : Sept., 1934) 
reviews the literature and doubts the correctness 
of the frequently held theory that leccocytosis in 
pulmonary tuberculosis is always due to a mixed 
infection with pyogenic organisms. 


The total leucocyte count is lowest, on the 
average, in incipient cases of tuberculosis and high- 
est in far-advanced cases. There are numerous in- 
dividual cases which are exceptions to this rule. 


Leucocytosis is rare in uncomplicated minimal 
or moderately advanced tuberculosis but fairly 
common in far-advanced cases. 


In a study of one tota! leucocyte count in each 
of 229 unselected cases of far-advanced chronic 
pulmonary tuberculosis without complications, a 
count over 12,000 was foun? in 24 per cent of the 
cases, and occaeionally the count was as high as 
20,000 or 25,000 The highest counts occurred in 
cases with cavity-formation. 


That tuberculosis may cause a leucocytosis is 
an important fact to keep in mind when interpret- 


CURRENT MEDICAL LITERATURE 195 


in a suspected acute sargical condition of the 
abdomen in a tuberculous patient. 


J. O 


Neurological Disturbances in Rats Reared on 
Diets Deficient in Vitamin 


8S. B. D. Aserue, (J. Nutrition, 7: 445-461, 
1934) reports that young rats, maintained on a diet 
deficient in vitamin A and in conditions calculated 
to minimise infection and prolong life, manifested 
symptoms of incoordination of the extremities and 
spasticity, with microscopic lesions in the nerves. 
The appearance of the lesions always followed that 
of persistent cornified cells in the vaginal smear, 
the date in both cases being directly related to the 
richness of the. mother’s diet in vitamin A. The 
symptoms were cured with cod liver oil, though the 
histological lesions persisted. 

J. C. B. 


PATHOLOGY & BACTERIOLOGY 


A Basal Medium for the Primaay Isolation 
of Pathogens. 


W. E. James (J. Bact., Vol. 28, No. 4, 323 
1934) writes about the results of his investigations 
as to the value of fish tissue in hormone media. 
He used muscle, kidney and roe of a particular 
kind of fish-horned pout. He cultured Staphylo- 
coccus aureus, N. gonorrhoeae, N. intracellularis, 
N. catarrhalis, D. pneumoniae, Streptococci of the 
alpha, beta and gamma type, Cl. Welichi, Es. coli, 
Ps. aeruginosa, B. anthracis, and Cl. diphtheriae. 
All these grew on roe medium with a luxuriance 
equal to, and usually exceeding, that on blood 
infusion agar. He also tried quaghaug, soft-shelled 
clam, sea scallop, oyster, yolk of hen’s egg, and pota- 
to. The scallop and oyster were of no definite 
value; the potato and egg yolk promising, soft- 
shelled clams fair, and quaghaugs excellent. The 
above mentioned strains of bacteria which had 
been grown on fish roe medium were also cultured 
on quaghaug medium. The luxuriance of growth 
was equal to that obtained on fish roe medium, and 
in many instances superior. The advantage of this 
medium is that determination of types of strep- 
tococci can be made in twenty four hours. 
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Coagulase and Haemolysin Tests as 
Measures of the Pathogenicity of Staphylococci 


Grorce H. CHapMAn, ConrAD BERENS, ADE- 
LINE Peters and Littan Curcio (J. Bact. Vol. 
28, No. 4, 343, 1934) write about the results of in- 
vestigation into the pathogenicity of staphylococci. 
It was found that the presence of a coagulasc, even 
in small amounts, was associated with toxicity for 
rabbits. This is important for the fact that al- 
though most pathogenic types are haemolytic cer- 
tain pathogenic strains are also non-haemolytic. 
It was found that pathogenic non-haemolytic strains 
coagulated oxalated plasma. The simultaneous 
use of haemolysis and coagulase activity tests and 
a careful determination of the colour after 48 hours’ 
incubation seems to afford a reliable combination 
of the tests for the study of the pathogenicity of 
staphylococci. Omission of any of these may result 


in failure to recognize certain toxic strains. 
D. N. C. 


Experimental Dysentery 


G. M. Dack and ExizaspetH Petran (J. Inf. 
Dis., Vol., 55, No. 1, 1, 1934) inoculated Bact. 
dysenteriae (Flexner ; into isolated loops of colon 
into adult Macacus rhesus monkeys. A freshly 
isolated virulent strain of the organism produced an 
infection in these loops resulting in a profuse bloody 
mucous discharge. A marked systemic reaction 
accompanied the infection in the loops of bowel and 
was characterized by pallor, loss of appetite, leuco- 
penia, loss of weight and prostration. The acute 
symptoms appeared within forty-eight hours and 
lasted from three to four days. Within a week the 
discharge from the fistulas had ceased and the sys- 
temic sysmptoms had disappeared. Agglutinins 
developed in the serum of these animals for Bact. 
dysenteriae (Flexner) but not for strains of Bact. 
coli which were resident in the segments of bowel. 
At no time during the course of the infection in the 
isolated loops of colon was there evidence of infec- 
tion in the portion of the colon through which the 
faecal stream passed. Organisms resident in the 
isolated segements of bowel before introduction of 
dysenteriae bacilli remained in considerable num- 
bers throughout the course of the infection. 

Severe symptoms of dysentery developed in 
two large adult Macacus rhesus monkeys which were 
fed the same strain of organisms ; one of them died 
on the second day after feeding of the culture. 

D. N. C. 
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The Study of Vaccinal Immunity by 
means of Complement Fixation 


Rosert F. Parker (J. Inf., Dis., Vol. 55, No. 1, 
88, 1934) reports that by testing the serum of rabbits 
at intervals after infection with vaccinia virus it is 
possible to show that, as a rule, complement fixing 
antibodies appear from the seventh to the eleventh 
day and gradually increase in titre for from three 
to six weeks from the date of inoculation. Althongh 
it was not possible to titrate neutralizing antibodies 
accurately, none of the tested sera gave complete 
complement fixation without at the same time hav- 
ing the property of neutralising virus. Over a 
period of months the complement fixing antibodies 
gradually disappeared ; neutralization of virus was 
demonstrable throughout the period of observ- 
ation. 


Following revaccination, complenent fixing ant?- 
bodies appeared earlier and increased in titre more 
rapidly. The reaction was always positive on the 
fifth day. The course of the cutaneous reaction 
was also accelerated but the degree of acceleration 
and the intensity of the lesions were not correlated 
with the complement titre of the serum. 


He found that in rabbits, the complement fix- 
ing antibody gradually disappeared in twelve to 
fourteen months. He has also demonstrated a 
positive reaction of complement fixation after 
vaccination. 


D. N. C. 


Age and Antibody Production 


Leona BauMGaRTNER (J. Immunol, Vol. 27, 
No. 4, 407 1934), has recorded some observations on 
the differences in the antibody production of ani- 
mals of different ages. This indcates that there is a 
curve of development in the ability of animals to 
produce antisera and that during the course of this 
immunologic maturation process there is also a 
change in the quality of the antisera elaborated. 
This hypothesis is substantiated by the following 
observations drawn from a series of studies with 79 
antisera produced by active immunization of rabbits. 

1. The “avidity” of fresh antisera agglutinat- 
ing B. enteritidis produced in 22 “adult”? animals 
was greater than that of antisera produced in 22 
“voung” animals. 


2. The avidity of fresh antisera agglutinating 
B. enteritidis produced by 22 “adult’’ animals was 


| 
| | 


Vol. IV No.5 
Jan. 1935 
only a little greater than that of antisera produced 

by 19 “aged’’ animals. 
3. The trend of differencesin these three 
groups of animals seemed to be the same if- - 


a. The antigen used in immunization were 
administered intraperitoneally or in- 
travenously. 


b. The total amount of antigen administered 
to each animal were the same, or was 
based upon the weight of the animal. 


The antisera were tested after a fourteen 
day period of immunization or after 
thirty-one-day period. 

d. Thyroid added or omitted from the diet 

of the animals. 


~ 


4. These “avidity” differences were not de- 
pendent upon the titre of the sera. 


5. The quantity of antibody produced by 
young animals was less than that produced by adults. 
There was some evidence that “‘aged’’ animals were 
less able to produce abtibody than were the “‘adults”’. 


D. N. C 


Influence of Nutritive Conditions 
on Acid Fastness of Bacteria 


Dorsey W. Bruner (J. Inf. Dis., Vol.,55, 
No. 1, 26 1934) reports a study on the factors that 
influence acid-fastness in organisms specially to 
determine whether typical and representative acid 
fast organisms could be cultivated in non acid-fast 
form and whether acid-fastness could be induced 
in bacteria which do not ordinarily manifest this 
character. The results of the investigation show 
that it is not possible to confer the property of acid- 
fastness on a group of non-acid-fast organisms, some 
of which were grampositive and others gram- 
negativ.. by supplying them in the culture medium 
with such fatty substances as butter fat and oleic 
acid, even though they were cultivated on such 
mediums for many transfers. 


Artefacts which cause ordinary bacteria to 
appear acid-fast when fatty materials are spread 
in smears with them are easily produced. The 
fatty materials frequently collect about clumps of 
organisms and less often, about isolated bacilli, 
thus preventing their decolorization. When the 
fatty materials are removed by treating the films 
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with a fat solvent such as xylene, before the stain is 
applied, the acid fast appearance does not occur. 


It is possible, by using mediums which are poor 
in available carbon to starve acid-fast organisms for 
this element, while obtaining continued multiplic- 
ation. Under these conditions there is an apparent 
interferen.e with the accumulation of Jipin , and 
varying but increased percentages of the bacilli of 
the growing cultures become non acid-fast. A num- 
ber of different kinds of media were used in these 
experiments on carbon starvation but in general 
the results were the same. Some strains appeared 
more susceptible to the treatment than others. In 
a few cases certain cultures appeared to lose all 
acid-fastness for a time, but this condition could 
not be continued indefinitely ; in other words, it 
was not possible to induce permanent lack of acid- 
fastness in any strain. No matter how nearly 
complete the loss of acid fastness, in all instances 
the property was completely restored in the first 
generation when transfers were made to a glycero- 
lated medium. 


Active Immunization against Tetanus 
Infection with Tetanus Toxoid 


D. H. Bereey (J. Inf. Dis., Vol. 55, No. 1, 
72 1934), describes the results of experiments on 
the immunizing value of tetanus toxoid. He comes 
to the conclusion that alum-precipitated tetanus 
toxoid induces, in & dose of 1 cc. a higher degree of 
immunity than three doses of the toxoid without 
alum. Tetanus toxoid should be used only as a 
prophylactic agent. It proves harmful if used in a 
person infected with tetanus. Persons immunized 
with tetanus toxoid should receive another dose of 
tetanus toxoid istead of antitoxin in case of injury. 
Persons not immunized with tetanus toxoid should 
if injured, receive a dose of tetanus antitoxin as 
well as a dose of tetanus toxoid. He recommends 
the following method for carrying out active im- 
munization against tetanus: A primary stimulus 
is given by injecting a dose of lcc. of the toxoid ; 
this is followed by a period of rest of three months, 
and then a secondary stimulus of Icc. of toxoid is 
given. In injury, a third dose of cc. of the toxoid 
is given. 


D. N. C. 
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SURGERY 


Acute Capsulitis of Cystic Degenerated or 
Partially Degenerated Adenoma 
of the Thyroid Gland 


Witu1am A. PLUMMER and ALBERT C. Bro- 
DERS. (Am. J. Surg. 23 : 63-69, 1934). have studied 
16 cases of acute, painful enlargement of adenoma 
clinically between acute capsulitis of a cystic 
degenerated adenoma and gross intra-adenomatous 
hemorrhage. On the basis of the symptoms, 
the cases were divided into two groups. The first 
group was composed of 14 cases in which the pain- 
ful enlargement of an adenoma gradually deve- 
loped. In eight of these extensive hemorrhage 
into the substance of the adenoma was found at 
operation. The second group consisted of two 
cases in which extensive hemorrhage was found 
in the adenomas at operation, and in which the 
enlargement of the adenoma in each instance 
was so precipitate, reaching a maximum Size in a 
few minutes, hat hemorrhage was _ considered 
responsible for its enlargement. 


The authors concluded that acute, non-suppur- 
tive inflammation in the capsule of a cystic, degenera- 
ted or partially degenerated adenoma, will cause pa- 
inful enlargement of the adenoma, but that these 
acute symptoms are more or less transitory. Clini- 
cally if enlargement of cystic degenerated adenoma 
of the thyroid gland has occurred gradually over 
a period of several hours or days, and such enarge- 
ment has been accompanied by pain, one must 
assume that the enlargement is the result of acute 
inflammation. If operation is performed in the 
period of the acute mainfestations, this diagnosis 
will be confirmed by evidence of acute inflammation 
in the capsule. If enlargement of a cystic degenera- 
ted or partially degenerated adenoma has reached 
its maximum in a few minutes, accompanied by 
severe pressure or pain, it must be assumed that 
the enlargement is the result of hemorrhage, and 
at operation recent blood clots will usually be found 
in the substance of the adenoma. However, since 
the two conditions frequently are associated, micros- 
copic evidences of acute inflammation are likely 
to be found in the capsule of the adenoma, and in 
these cases symptoms which must be attributed 
to the inflammation also will be present, namely, 
pain of longer duration, tenderness, local heat 


and possibly fever. 
é G. M. 
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Metastases from Malignant Tumors of the Thyroid 


R. 8. Dinsmore and N. F. Hinxen. (Am. J. 
Surg. 24: 202-224, 1934.) state that the concept 
of a “benign metastasizing goiter” is erroneous. 
Careful clinical studies reveal that these apparently 
bening lesions, will recur if incompletely removed ; 
that the metastatic tumor can also act as a focus 
and disseminate the tumor tissue; and that the 
growth will ultimately kill the patient. Pains- 
taking histologic examination of the primary thy- 
roid tumor usually shows that the incocent appearing 
cells have definite invasive properties. It would 
seem that such characteristics would brand these 
“simple goiters” with malignancy. 


In a series of 264 cases of thyroid malignancy 
there were 124 in which metastases were demona- 
trated. Pulmonary metastases were the most 
frequent, occurring in 36 cases. Both lungs were 
involved in 27, or 75% of the cases, and in 6 and 
7 cases with unilateral involvement there were 
multiple lesions. There are three distinct types 
of thyrogenic pulmonary metastases; (1) the soli- 
tary, well defined, rather slow-growing metastatic 
nodule which is usually situated near the hilum 
or in one of the lower lobes; (2) multiple discrete 
nodules about 0.5 to 1 cm. in diameter usually 
scattered throughout both lower lobes though any 
part of the lung may be involved; (3) a variety 
which is associated with a highly malignant thyroid 
tumor which invades the blood vessels and liberates 
showers of cancer cells into the circulation, for- 
ming multiple  shot-lime lesions throughout 
the lungs. Sometimes there are so many of these 
small emboli to one area of the lung that it gives 
a radiographic impression of an exudative process. 

Metastases to the skeletal system were observed 
in 18 cases. The morphologic characteristics of 
these secondary bone tumors vary. In some ins- 
tances the metastatic cancer cells reproduce ade- 
nomatous thyroid tissue, the acini contain colloid, 
the vessels are dilated, and the tumor is very vas- 
cular. On the other hand, the embolic cells may 
develop into a bizarre, rapidly-growing, feankly 
carcinomatous mass that bears no resemblance 
tothe parent thyroidtumor. All gradations between 
these two extremes have been reported. 


In 94, or 35 per cent of the 264 cases, there was 
definite enlargement of the cervical lymph nodes. 
However it is recognized that it is impossible to 
differentiate clinically between an infectious and 
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metastatic enlargement of the lymph nodes. Other 
sites more rarely involved by sceondary thyroid 
tumors were the liver, kidneys, brain, heart, eyes, 
and soft tissues. Active treatment such as thy- 
roidectomy, lobectomy, boipsies, decompressions, 
and tracheotomies, supplemented by radiation 
therapy, particularly in radiosensitive tumors, 
not only make the patient more comfortable but 


may increase the span of life in certain cases. 
G. M. 


Retroperitoneal Cysts 


F. H. Laney and E. B. Eckerson (Ann. 
Surg. 100: 231-237,1934.) maintain that mesen- 
teric, ommental, and retroperitoneal cysts must 
actually be grouped in the same category,since the 
mesenteric and ommental varieties are merely 
anterior extensions or inclusions of those originally 
retroperitoneal. Pathologically and embryologically 
they are alike and can actually be classed as retro- 
peritoneal cysts. A simple classification suggested 
by the authors is as follows: (1) Wolffian cysts 
derived from persistent remnants of any part of 
the early urogenital system; (2) lymphatic or 
chylous cysts; (3) dermoid and enteric cysts; (4) 
mesocolic cysts formed from pockets of peritoneum 
left between the opposed serous surfaces of the 
mesentery and parietal peritoneum in the early 
rotation of the colon; (5) parasitic and inflamma- 
tory cysts, notably those of echinococcus and broken- 
down tuberculous lymph node; (6) traumatic 
blood cysts. The surgical treatment of these 
cysts is usually simple, enucleation and marscupiali- 
zation being the two available procedures. 


G. M. 


Radical Surgery of Cancer of the Pancreas 


G. Gorpon-TayLor (Ann. Surg. 100: 206-214, 
1934.) reports the successful surgical removal of 
almost an entire pancreas for a primary carcinoma 
of that organ in a fifty-four-year-old man. Because 
of the location of the tumor and its transmitted 
pulsation, the preoperative diagnosis of abdominal 
aneurysm was made. A solid tumor involving the 
body and tail of the pancreas was found and removed, 
leaving a small portion of the tail attached to the 
hilum of the spleen and a slightly larger piece of 
pancreatic tissue attached to the duodenum. The 
tumor was nodular and firm, and measured about 
12 cm. in diameter. Histologic study showed it 
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to be a columnar-cell carcinoma orginating in a 
duct. 

The patient is now alive and wel] almost 
seven years after the removal of the major portion 
of his pancreas for carcinoma. He has gained 
weight, has a normal blood chemistry, and no 
abnormality of his sugar metabolism can be demons- 


trated. 
G. M. 


Multiple Polyps of the Colon 


F. W. Rankin (South. M. J. 27 : 574-578, 1934.) 
states that the extirpation of the colon for diffuse 
adenomatous lesions may be undertaken with 
two objectives in mind. If the tumors are largely 
confined to the colon proper, and there are only 
a few scattered adenomas in the rectum, one con- 
siders sacrificing the large bowel and the trans- 
plantation of the ileum into the rectum, thus saving 
the sphincteric mechanism. Small polyps present 
in the rectum may be destroyed by fulguration. 
Where the rectum is involved in such a way as to 
preclude saving it, a three-stage procedure is most 
desirable. This consists of, first, an ileostomy ; 
second, subtotoal colectomy down to or near the 
recto-sigmoid junction ; third, a combined abdomino- 
perineal resection of the recto-sigmoid and rectum. 
Six cases of total colectomy without mortality 
have been previously reported by Rankin (Ann. 


Surg. 94: 677, 1931). 
G. M. 


Dentigerous Cysts of the Antrum 


A. A. Love, (Arch. Otolaryng. 19: 348-366, 
1934.) writes that the characteristics of dentiger- 
ous cysts are : (1) a bony shell surrounding the entire 
tumor, separable from the wall of the antrum and 
from the soft tissue portions of the cyst ; (2) a soft 
tissue layer composed of fibrous connective tissue, 
sometimes containing thin layers of cartilage or 
bony tissue, with a lining of epithelium, usually 
stratified squamous epithelium. (3) 9 tooth, or 
teeth; completely or incompletely developed, 
contained in the cyst, the crown usually facing 
inward. (4) fluid contained in the cyst. In the 
absence of infection the wall of the cyst is com- 
paratively thin, the subepithelial fibrous layer is 
quite dense, the epithelial layer is intact, and the 
fluid is thin and straw colored and contains choles- 
terol crystals. In infected cysts the bony shell 
does not separate from the antral wall easily, the 
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soft tissue layers are thick, vascular, and infiltrated, 
and the epithelium is partially or completely des- 
troyed ; the fluid contents may be purulent, san- 
guinopurulent, or of a thick caseous consistency. 

The :tiology of dentigerous cysts is not exactly 
known, but they are probably due to a retention 
of fluid in the stellate reticulum of the follicle of 
the tooth that is situated between the cuticular 
dentin and the crown of the toth, with distention 
of the follicle into an epithelial-lined cyst. The 
theory held by many, that such cysts develop from 
the so-called epithelial rests of Malassez, does not 
account for all the structures found. 


Treatment consists in removal of the entire 
cyst by careful dissection through as small an 
opening in the canine fossa as possible, closing the 
opening, and providing for subsequent drainage 
through a good-sized naso-antral window under 
the inferior turbinate. This should be done trans- 
antrally so as not to traumatize the intranasal 
structures. 


With removal of the entire cyst the 
prognosis is excellent. The cysts do not metas- 
tasize, and malignant degeneration has not been 
reported. The deformity caused by the tumor 
recedes rapidly except in cases in which it has 
attained great size. Secondary infection of the 
antrum can be controlled or prevented from assum- 
ing serious proportions by maintaining the patency 
of the naso-antral window and instituting antral 


lavage until any infection has disappeared 
G. M. 


OBSTETRICS & GYNAECOLOGY 


Endometrial Hyperplasia and its relation 
to Endocrine Dysfunction 


In this more or less theoretical discussion 
J. E. Kine (Am. J. Obst. & Gynec, 26: 582-587, 
1933) considers the relation of endocrine dysfunc- 
tion to endometrial hyperplasia. He discussess 
also the clinical and therepeutic features. From 
the clinical standpont, endometrial hyperplasia 
accounts for about 50 per cent of abnormal bleeding 
between puberty and menopause, but the degree 
of hyperplasia is not always related to the amount 
or character or bleeding, as Novak has found it 
associated with amenorrhoea. Clinical diagnosis 
is therefore a matter of controversy, treatment 
is not standardized. There are undoubtedly some 
cases in which radical surgery is justified. In a 
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much greater number, however, curettage and 
radium may effect total relief. There remains a 
group in which treatment is largely experimental. 
Irradiation of the pituitary gland has been accre- 
ited with some success and the same can be said 
for injections of the luteinizing hormone of the 
anterior lobe. Frequent failures, however, have 
been observed in cases which should theoretically 
respond to such treatment. 

G. M. 
Significance of the Aschheim-Zondek Reaction 

in the Diagnosis of Hydatid Mole 


W. Rosenstetn (Zbl. f. Gunak 57: 1380-1381, 
1933) regards the Aschheim-Zondek reaction of 
great importance in the diagnosis and prognosis 
of hydatid mole and _ chorionepithelioma. He 
cites the case of a twenty-eight-year-old primipara 
from whom a mole was removed hy curettage. 
The Aschheim-Zondek reaction at this time was 
positive. Four weeks later it was negative, but 
furthe: examination revealed a villus with charac- 
terisic chorionic cells. Six weeks after this the 
reaction again became positive and, in spite of the 
fact that no evidence of uterine malignancy could 
be found on curettage, a vaginal panhysterectomy 
was done. Pathological examination showed a 
true chorionepithelioma in the righg tube. The 
Aschheim-Zondek reaction remained positive 
thereafter, and three months later pulmonary 
metastases appeared and the patient died. Autopsy 
showed widespread metastases throughout the 


body. 


Recognizing the difficulties in the diagnosis 
of these two lesions. the author considers this test 
as a valuable diagnostic aid. If, after the removal 
of a mole. the test becomes negative and remains 
so, the presence of a chorionepithelioma is unlikely. 
If, on the other hand such a lesion is removed by 
operation and the test becomes positive within 
two months, a recurrence is indicated, and the 
prognosis is poor. 

G. M. 


Effects of Extracts of the Urine of Pregnant 
Women on the Hyperplastic Endometrium 
H. H. Kiineter and J. C. Brucn. (Am. J. 

Obst. & Gynec. 26: 17-21, 1933.) report a case of 
uterine hemorrhage which was treated success- 
fully by the use of prolan, a substance extracted 
fromthe urineof pregnant women. The patient 
a thirty-eight-year-old, married nullipara, had 
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complained of irregular menstruation for four 
years and profuse bleeding for seven weeks. Biopsy 
of the endometrium showed a marked proliferation 
of glands and dense stroma. Intramuscular in- 
jections of prolan were given and within a few days 
the bleeding had diminished. Within two weeks 
it had stopped completely. Except for two short 
recurrences, which were controlled by further 
injections of the extract, the patient had no 
more bleeding. Biopsies taken during the course 
of treatment showed that the effect was brought 
about without causing pregestational proliferation, 
although it is possible that this may occur at some 
future time. 
G. M. 


Changes in the Bladder during the 
Evolution of the Uterine Cervix. 


F. Aman-JEan. (Bull. Assoc. franc. p. Vetude 
du cancer 22: 556-590, 1933), reports that for five 
years routine cystoscopy combined with vaginal 
palpation has been done in every case of cervical 
cancer before, during, and after irradiation treat- 
ment at the Cancer Institute in Paris. It is stated 
that over 1000 cystoscopies have been done, but 
the number of patients examined is not given 
The author describes various changes, especially 
in the appearance of the trigone and the ureteral 
orifices, observed in the four stages of cervical can- 
cer, and the modifications seen during and after 
treatment with radium and x-rays. 


Before treatment, cystoscopy reveals vesical 
changes indicating the extent of growth of the 
uterine tumor; in the submucosa, proliferations, 
ridges and grooves; in the mucosa, vascular con- 
gestion and oedema ; at the ureteral orifices, lipping 
and stenosis. During treatment it shows whether 
the foregoing changes have increased or diminished, 
thus affording a check as to dosage and frequency 
of irradiation. After treatment, it leads to the 
detection of injuries due to irradiation, such as 
radionecrosis in the mucosa and ureteral stenosis. 
The author claims that cystoscopy ranks with biopsy 
as the method of choice in determining the stage 
of growth of cancers of the cervix and in assessing 
the results of readiotherpay of these tumors. 


HarTMANN and CHEvassu, in discussing this 
paper, agreed that cystoscopy afforded useful indi- 
cations in the treatment of cervical cancer but 
pointed out that such bladder changes as folding 
and grooving may be due simply to adhesions, 
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which may be inflammatory and not neoplastic, 
while, on the other hand, cancerous infiltration of 
the broad ligament may cause suprameatal stenosis 
of the ureters, with resultant anuria, without pro- 
ducing any change in the cystoscopic appearance 
of the bladder. 


G. M. 


RADIOLOGY & ELECTROTHERAPEUTICS 


Carcinoma of the Lip and Mouth 

CuaRLes L. Martin (Radiology, 22: 136-146, 
1934), cited the following principles for radiation 
treatment of carcinoma of the lip, mouth and 
pharynx. (1) Six to twelve erythema doses of 
irradiation are needed for the actual cure of squa- 
mous-cell carcinoma. (2) Recovery is more rapid 
and surrounding normal tissues show an earlier 
return to normal when the treatment is adminis- 
tered over a prolonged period, usually from seven 
to fourteen days. (3) Short wave lengths produced 
by heavy filtration lessen the injury to surrounding 
normal tissues, but are not essential in the treat- 
ment of superficial lesions on the lip. (4) An 
attempt should always be made to produce a cure 
with the first series of treatments since a second 
attempt is never so successful and may be followed 
by serious and persistent lesions. (5) Infection 
and irritation, the latter due to tobacco, bad teeth, 
etc., interfere with healing and must be eliminated 
during treatment. 


Martin admits the excellent results which 
follow excision of the primary lesion of carcinoma 
of the lip, but maintains that radiation methods 
may produce an equally good outcome. The 
fact that such a result is often not obtained is as- 
cribed to the timidity of the average radiologist, 
who is guided by the recommendations of the 
dermatological literature. Martin treats early car- 
cinomas of the lip by the daily application of an 
erythema dose of roentgen rays until six to twelve 
such doses have been given. Larger lesions are 
treated by implantation of radium element needles. 
Intraoral carcinoma is similarly treated by inter- 
stitial radium element needles. For carcinomas 
of the pharynx roentgen radiation is employed, 
a modified Courtard technic being adopted. 


The management of the lymph nodes is the 
most difficult problem in intraoral cancer. The 
author follows a conservative course. If nodes 
become palpable, a block dissection is advised. 
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Inoperable nodes are treated by a combination 
of external and interstitial radiation, by which 
means a definite but brief period of palliation is 
sometimes achieved. 


G. M. 


Cancers of Larynx and Csophagus 
Surgery and Radium Therapy 


M. J. Guisez (Ann. d’oto-laryng., pp. 366—11. 
March 1934), presented two patients who had been 
treated for intrinsic carcinoma of the larynx, and 
three others who had carcinoma of the oesophagus. 


The first patient, a forty-four-year-old man, 
had a bulky squamous carcinoma of the larynx 
which was apparently successfully treated by 
thyrotomy, partial resection of the larynx, and 
surface applications of radium. He had been free 
of disease three years. 

A second patient, a woman of thirty-eight, 
had repeated recurrences of multiple polypoid 
tumors of the vocal cord, following several attempts 
at removal through the laryngoscope. Biopsy 
from a large polypoid recurrence was reported 
squamous carcinoma. A laryngotomy was _ per- 
formed in order to expose the tumor, which was 
then treated by five twenty-four-hour surface 
applications of radium in a rubber sound. This 
patient had been clinically free of disease for a 
year and a half. 

The three patients with carcinoma of the 
oesophagus had had intra-oesophageal applications 
of radium on a flexible sound. A typical course 
of treatment consisted of 14 daily applications 
left in place for from five to six hours (the amount 
of radium is not stated). All three patients regained 
ability to swallow normally, and this improvement 
had lasted one year, five months, and four months 
respectively. All lesions were histologically veri- 


fied. 
G. M. 


Evaluation of Radiation Therapy in Malignant 
Disease of the Female Genital Tract 


W. P. Hearty. (Am. J. Obst. & Gynaec. 29: 
789-803, 1933), writes “Although our knowledge 
regarding the action of radiotherapy upon malig- 
nant growth is limited by the relative youth of this 
form of treatment, it is generally conceded that 
tumors composed of mature, poorely differentia- 
ted, and anaplastic cells respond more readily 
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than those of a lower grade of malignancy. At- 
tempts to unify these responses, however, have 
met with failure, since from the standpoint of 
long cures, one finds little difference in the different 
grades of malignancy. The most important fac- 
tor in successful irradiat‘on, as in surgical manage- 
ment, is early diagnosis. 

Carcinoma of the Vulva: Since the majority 
of cancers of the vulva are composed of squamous 
epidermoid cells which are relatively radio-resistant, 
successful treatment necessitates heavy dosage. 
The normal tissues of the vulva, however, will not 
often tolerate the dosage required for cure, and 
the optimum treatment, therefore, consists in 
surgical removal of the primary growth with dis- 
section of the inguinal glands. Irradiation plays 
little part, being confined to preoperative or post- 
operative application to the nodes in the drainage 
area. On the author’s service, 8 patients survived 
from five to ten years after operative treatment. 

Vaginal Carcinoma: In view of the poor 
results after surgical handling of vaginal cancer, 
it has been largely supplanted by irradiation. 
Three gross types of tumor are commonly recog- 
nized ; the fungating type, which occur in older 
women and reacts readily to radiation therapy ; 
a circumscribed infiltrating lesion which responds 
well in its early stages but is prone to recur and 
metastasize ; and a stenosing lesion which surrounds 
the vagina and offers a prognosis so poor that 
palliation is usually the most to be hoped for. 
Of 99 patients treated at the Memorial Hospital 
from 1918 to 1931, 12 per cent have lived five years 
or more, 14 for three years, and 26 per cent are 
well two years after treatment. 

Carcinoma of the Corpus: Although sur- 
gery is generally thought to be indicated for car- 
cinoma of the corpus, the age and poor condition 
of the patients have necessitated the use of a less 
radical form of treatment in many cases. The 
method commonly accepted consists in the appli- 
cation of radium within the cervical canal and 
x-ray irradiation over the surface of the body. 
The results have more than justified this procedure, 
five-year cures being reported in from 50 to 77 
per cent of cases by various authors, figures which 
in some instances are better than those after sur- 
gery alone. Two distinct histological types of 
tumor are recognized, the so-called adenoma 
malignum and adenocarcinoma. The first responds 
to surgical treatment satisfactorily, as is shown 


i t 
G 4 


Vol. IV No. 5 
Jan. 1935 


by the author’s figure : only 7 per cent recurrences 
in three years. In the same length of time, however, 
39 per cent of the adenocarcinomas recurred. 
It is urged, therefore, that, unless the diagnosis 
be accurately ascertained, operation be followed 
by a series of x-ray treatments. 


Ovarian Carcinoma: In view of the com- 
plexity of histological types encountered in ovarian 
carcinomata, it is difficult to foretell the effect of 
irradiation. Surgery is indicated unless the growth 
is clearly inoperable. From the histological type 
it is then possible to advise intelligently as to 
postoperative irradiation. Surgical statistic for 
five-year cures vary from 10 te 15 per cent, In- 
tensive treatment with high-voltage x-rays following 
the surgical procedure has improved these figures 
and has contributed much to the comfort and 
length of life in hopeless cases. 


Cervical Cancer: Irradiation is almost 
unanimously preferred to surgery in the treatment 
of cervical cancer, although radical hysterectomy 
is still practised in a few clinics. The mode of 
treatment most popular at present consists of 
x-rays externally and radium at the site of the 
lesion. The radium is usually applied first, but 
the author personally prefers a reversal of this 
order, for the purpose of preparing the lesion for 
the radium. The figures from different clinics agree 
quite closely, five-year absolute healing being 
obtained in from 20 to 27 per cent of all cases. 


G. M 


PEDIATRICS 
Persistent Vomiting of Infants 


R. GareLtty (Arch Espan. de Pediat. Ref. 
Med. World, December, 7, 1934) gives statistics 
showing that 25 per cent of nearly 450 infants 
vomited persistently after nursing. If the stomach 
seems to empty rapidly, while the milk is slow in 
clotting, the best course is to assist coagulation 
as vomiting is less frequent the thicker the gastric 
content. For this purpose condensed milk might 
be given a trial with alkalies if much acidity is 
present. The popularity of sodium citrate depends 
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less on its neutral action on the irritating acid than 
on its slowing of coagulation permitting the gas- 
tric juices to permeate the clots. Again, if there 
is much flatulence the gases are eructated better 
while the child is not laid down. Garelly’s ex- 
perience is that as the children continue to gain 
weight and the condition tends to spontaneous 
cure it is only an exaggeration of natural processes. 


J. C. B. 


Anemia of Infancy from Maternal Iron 
Deficiency in Pregnancy 


Maurice B Srrauss (J. Clin. Invest. 12: 345, 


March, 1933; Ref. Am. J. Dis. Child., 
Nov., 1934) examined within forty-eight 
hours after birth, the blood of fifteen infants 
whose mothers’ blood contained less than 


45 per cent of hemoglobin (hypochromic type of 
anemia) and of twelve infants whose mothers’ 
blood contained more than 70 per cent of hemo- 
globin (100 per cent equals 15.6 G. of hemoglobin 
per hundred cubic centimeters). Infants born 
to women of the first group exhibited a normal 
blood picture at birth, but anemia of moderate 
to severe degree developed during the first year 
of life. For reasons that follow, it was concluded 
that this was due to deficient storage of iron by the 
fetus dependent on a deficient supply of the element 
in the mother, and that this form of anemia could 
be prevented or corrected by the administration 
of iron. 


Three pregnant mothers suffering from severe 
hypochromic anemia, whose blood had a hemoglo- 
bin content of 35 per cent, were treated with 6 
G. of iron and ammonium citrate daily during 
the last three months of pregnancy. At parturi- 
tion the averge hemoglobin content of the blood 
was 66 per cent. The blood of their infants con- 
tained normal amounts of hemoglobin at birth 
and at the end of the first year. Moreover, six 
anemic infants who were given daily 1 G. of iron 
and ammonium citrate showed a prompt increase 
of hemoglobin in the blood. 

J.C. B. 


ASSOCIATION NOTES 


REPORT OF THE JOURNAL COMMITTEE OF THE INDIAN MEDICAL ASSOCIATION 
(From December 1933 to September 1934) 


At a meeting of the Central Council of the 
Indian Medical Association, held on the 30th Octo- 
ber, 1933, the following gentlemen were elected 
to the Journal Committee :— 


Sir Nilratan Sircar — Editor 


Dr. K. 8. Ray,—Secretary, { members, 


Indian Medical Association 


Dr. A. C. Ukil, Dr. H. Ghosh, Dr. A. N. Ghosh, 
Dr. K. C. Chaudhuri, Dr. J. N. Dutt, Dr. J. C. 
Banerjea, Dr. A. K. Sen, Dr. G. Mukherji,. 


“Minute 3 of the Proceedings of the XXV 
Meeting of the Central Council’”’ :— 
‘Resolved that the (above) Journal Committee 
be appointed for the year 1933-34’. 
“Resolved further that the above committee 
be authorised to make the necessary selec- 
tions as contemplated in Rule 33”. 


In compliance with the above instructions 
the Journal Committee met on the 22nd January, 
1934, which appointed the following gentlemen 
as office-bearers :— 

Dr. Girin Mukherji } 
Dr. J. C. Banerjea 
Dr. K. C. Chaudhuri — Secretary. 


Asst. Editors. 


During the period under review (from Decem- 
ber 1933 to Sept. 34) ten meetings of the Journal 
Committee of which two were emergent, were held. 


During this period 12 issues of the Journal were 
published, as the December issue was not published 
until the 16th February, 1934, and since June last 
the Journal is published regularly during the first 
week of every month. A serious attempt was made 
to improve the quality of the material published 
and that of printing. Due to Jack of funds, how- 
ever, it was not possible to improve the printing 
to the standard desired. 

A series of circular letters were sent to various 
publishers and journals either to send their new 
medical publications or to effect exchange of 
their journals with ours. During the period under 
review the following journals were added to the 


list of exchange journals and several books were 
received for review from different firms :— 


1. Tropical Diseases Bulletin, 2. The Jour- 
nal of the Bone & Joint Surgery, 3. British Jour- 
nal of Radiology, 4. St. George’s Hospital Gazette, 
5. British Journal of Children’s Diseases, 6. 
Journal of Animal Nutrition, 7. The Prescriber, 
and 8. Mother & Child. 


The Journal Committee viewed with real 
concern the gradual falling off of the advertising 
revenue, which was partly due to the acute eco- 
nomic distress in the country and partly due to 
irregularity of publication in previous _ session. 
A copy of the audited account is attached herewith 
which shows the financial position of the Jounnal 
During the period a sum of Rs. 3,298/1/- forming. 
363% of the outstanding revenue of previous years 
was realised, and a serious attempt was made to 
regularize collection of the present session. But 
some of the firms could not meet their commit- 
ments as they had previous liabilities. Towards 
the end of the session there had been a steady 
improvement in the advertising revenue of the 
Journal. In order to further improve the finan- 
cial position, negotiation was opened with an 
advertising agent of repute to take sole charge 
of the advertisements. The matter is still under 
consideration. 


Although there remains a number of things 
to be done, the Journal Committee are of opinion 
that the position is generally satisfactory and in the 
coming year if systematic attempts are made, as 
during the previous year, it may become quite 
sound. 


The Journal Committee regrets that although 
severe efforts are being made to secure good articles 
for publication in the Journal, their efforts have 
not so far been met with more great success. They 
fervently hope that collaborators, members of 
the Association and others will co-operate with 
them, for the improvement of the Journal. 


: 


Vol. IV No. 5 
Jan. 1935 


ASSOCIATION NOTES 


205 


INDIAN MEDICAL ASSOCIATION 


Bengal Branch 


(Abstract Report for the year ending 30th September, 1934) 


Office-Bearers. 


President Sir Nilratan Sircar, Kt., M.A. M.D. 


Dr. C. C. Bose, Dr. K. 8. Ray, 
Dr. J. N. Bose, Lt. Col. K. K. 
Chatterji & Dr. N. R. Sen Gupta 


Girin Mukherji 
Dr. Tarak Nath Ghosh & Dr. 
P. C. Chakraborty 


Dr. A. K. Chakrabarty. 


Vice-Presidents 


Secretary 
Asst. Secretaries 


Treasurer 


Committee Members. 


Drs. Probodh Chandra Roy, Harihar Ganguly, 
B.C. Roy, D. P. Ghosh, Bireswar Mitra, K. N. Ghosh, 
H. Ghosh, T. Ahmed, G. Banerjee, N. K. Munshi, 
S. C. Sen Gupta, Bolin Ghosh, 8. K. Ghosh, S. Roy, 
M. Mukherjee. 


(From Mofussil) Drs. B. K _ Ghosh, 
Satyaranjan Ghosh, J. R. Dhar, Sailesh Chandra 
Bhowmick & Sushilranjan Chatterjee. 
Representatives _ Drs. D. P. Ghosh, C. C. Bose, 
the Central Council) H. Ghosh, J. N. Dutt & G. 

Mukherji. 
Number of members on roll at the beginning 
of the year 287 


Number of members on roll at the end of the 
year 286 


Number of members transferred to other 
branches 1 


Reduction of members: Resignations 45 
Defaulters 18 
Death 1 
Number of new members enrolled 64 


Amount contributable to the Central Fund 
under rule 7 (b) @ Rs. 2/4/- per member 641/4/- 


Amount contributed to the Central Fund 
during the year 


612/- 


Activities of the Branch: 

Number of meetings held: 
Executive Committee 11 (ordinary) 
Special Committee 2 (emergent) 


Clinical Meetings 
Subjects discussed 


Some interesting sur- 
gical cases. 
Menstruation & Patho- 
genesis of abnormal 
gynecological bleed- 
ing in women. 
Diagnosis of Abdomi- 
nal Emergencies in 
general practice. 
Electro-diagnosis. 


Speaker’s name 
1 Lt. Col. K. K. Chatterji 


2 Dr. B. M Sen Gupta 


3 Dr. Panchanan Chatterji 


4 Dr. G. E. Mason, Toronto 


5 Lt. Col. K. K. Chatterji A new conception on 
the treatment of 
Ascites. 

Some nutritional prob- 
lems. 

Preliminary report on 
the treatment of Cho- 
lera with a new anti- 
cholera serum. 

8 Dr. P. T. Patel, Bombay Bilateral Pneumotho- 


Trax, 


6 Dr. B. C. Guha 


7 Dr. H. Ghosh 


A social function was organised on 22.7.34 
to meet Sir U. N. Brahmachari, Kt., M.a., Ph.D., 
M.D., K.1.H., on the occasion of his kinghthood. 


Library: Number of books & periodicals 159. 


The Branch sent representatives to the Advisory 
Board of the Combined Commercial Museum and 
Publicity Section of the Calcutta Corporation and 
also sent its representatives to the Advisory Com- 
mittee for Mosquito Control Scheme of the Calcutta 
Corporation, 
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INDIAN MEDICAL ASSOCIATION 


(Ludhiana Branch) 


At an emergent meeting of the Indian Medical 
Association, Ludhiana Branch, following resolu- 
tions were passed all standing :— 

1. Thisemergent meeting of the Indian Medical 
Association Ludhiana Branch, places on record 
its sense of deep sorrow at the very sad and sudden 
death of Dr. Mohd Rafiq, the Vice-president of the 


branch, and expresses its heartfelt sympathy with 
the members of the bereaved family and sincerely 
prays to the Almighty to bestow peace on the 
departed soul and consolation to the relatives. 


2. Resolved that a copy of this be sent to 
the relatives and to the press. 


THE TANUKU TALUK MEDICAL ASSOCIATION 
Tanuku, West Godavary District. 


‘The members of Tanuku Taluk Medical Asso- 

ciation were en fete on Sunday the 25th November, 
1934 when they celebrated the 4th anniversary 
of their association with Dr. C. Ramanujaiya 
L.M.S8., District Medical Officer West Godavary in 
the chair. The bi-mon:hly meeting of the West 
Godavary District Medical Asscciation was also 
held there on the same day. 


The Campbel Hall at Tanuku was tastefully 
decorated with flags and festoons and the rows of 
motor cars surrounded by flowers and foliage added 
to the grandeur of the locality. About 80 doctors 
from all over the district attended the function 
and the members of the local association were at 
home to the guessts. After refreshments which 
were served on a lavish scale the meeting commenced 
with introduction of the members of the various 
Taluk associations by their respective secretaries. 
The Secretary of the Tanuku Taluk Medical Asso- 
ciation then read an interesting report narrating 
the different activities of the Association during 
the year 1933, which showed distinct all round pro- 
gress in the working of the Association. The neucleus 
of a library formed, consisting of about 30 volumes 
ot journals and text books was an enlightening 
feature of the report. The President congratulated 
the members of the association on their keen spirit 
of cooperation and good will and exhorted the 
other Taluk associations to copy the model. 


The meeting of the District Medicl Associa- 
tion began when resolutions were passed for starting 
a District Rural Medical Practitioners Association 
under the auspicis of the District Medical Associa- 
tion. Resolutions were also passed protesting 
against the new scale of pay in institutes under the 
new G. O. for Doctors under the employment of 
the Local Boards and also recommending to the 
District Board West Godavary to start a Mater- 
nity and Child Welfare centre also at Tanuku, which 
is the head quarters of the Taluk. 


Five interesting papers were read on 1. Clinical 
notes of a case of cancer breast by Dr. V. Ramadas 
M.B.B.S., 2. Puerperal insanity by Dr. N. Rama 
Rao u.M.B., 3. Brahmacharya by Dr. T. Bhaskara 
Rao, u.M.s., . Medical profession and litigation 
by Dr. V. Purna Rao. M.B.B.8., 5. Preventive medi- 
cine in rural areas by Dr. 8, Satyanarayana. L.M.P., 
which were followed by discussions. 

Cases of diphtheritic paralysis of the palate, 
xerotic ulcer of the cornea, sarcoma of the choroid 
were also domonstrated. The meeting termina- 
ted with a vote of thanks to the President and the 
guests which was proposed by the Secretary of the 
Tanuku Taluk Medical Association. Dr. Ch. 8. of 
Nidadavole responded on behalf of the guests. 

After a sumptuous dining at 8 P. M. the 
function terminated with a comic MHarikatha 
Kalakshepan during the night. 
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MEDICAL ASSOCIATIONS, SOCIETIES, ETC. 


Medical Societies, Associations, Unions etc. are invited to 


make use of thissection of the Journal. 


COIMBATORE MEDICAL ASSOCIATION. 


The 9th Annual meeting of the Coimbatore 
Medical Association was held on 7-12-1934 in the 
premises of the Moses Gananaparnam Eye Hospi- 
tal, Coimbatore. About 40 members including 
Major A. Innes Cox, 1.M.s., District Medical Officer, 
Coimbatore attended the function. The annual 
dinner was held at 7-30 P.M. 

After the annual dinner, with Dr. Ananthar- 
anga Rao in the chair, Dr. Gurubatham read the 
report for the year 1934. 

The Association placed on record its deep 
appreciation of the work done by Dr. Gurubatham 
as secretary. 

The following office-bearers for the year 1935 
were elected. 


Patron. Major A. Innes Cox, I.M.s. 
President. Dr. Anantharanga Rao 
Vice-President. Dr. Pratab. 

Secretary. Dr. N. Krishnaswami. 


Associate Secretary Dr. Pichai Robert. 

Committee Members :—Dr. Mrs. Abraham 
Dr. Gurupatham 
Dr. Viswanathan. 

The Association passed a resolution thanking 
the authorities of Moses Gnanabaranam Eye Hos- 
pital, for allowing the association to use their 
premises for meetings etc., Then the following 
resolution was moved by Dr. R. Sundarajan and 
seconded by Dr. Gurupatham. 

Doctors not residing within the Municipal 
limits of Coimbatore shall be admitted as associate 
members on payment of an annual subscription 
of Rs. 3/- in advance. 

Note. It includes such doctors whose Head- 
quater is Coimbatore but who spend most of the 
time in a month outside Coimbatore. 

With the President’s closing remarks and 
that os the new and old secieteries the meeting 
came to a close. 


PUNJAB MEDICAL COUNCIL. 


The following is an extract from the summary 
of the procedings of the meeting of the Punjab 
Medical Council held on the 10th November, 1934. 


—Editor 


1. Decided that a panel of members be appoint- 
ed annually as visitors for the various medical 
examinations held in the Province and the following 
be appointed as visitors for one year :— 

1. Lt. Col. J. J. Harper-Nelson, 1.M.s. 
2. R. B. Dr. Maharaj Krishna Kapur. 
3. Dr. Mirza Yaqub Beg. 


2. The Council resumed consideration of the 
adjourned case of Mr. Sundar Das, t.m.P. who it 
was alleged had resorted to advertising his practice. 
He was called upon to appear before the Council 
personally but did not appear. The Council 
decided that his name should be removed from 
the Register for a period of three years. 


3. Decided that the representation of Licen- 
tiates on the Punjab Medical Council should remain 
as it is at present. 


4. Court judgments in the following cases 
of bogus doctors were recorded and it was ordered 
that in future the information of the conviction 
of such bogus practitioners should also be sent 
to the Director of Information Bureau for publica- 
tion :— 

Mr, A. H. Arif Asfani of Lahore, fined 
Rs. 150/-. Offence ‘Indicated letters 
M.D. after his name.” 


Mr. 8. M. D. Kazim of Rewari, fined Rs. 
150/-. Offence ‘‘declared himself a 
registered medical practitioner while 
he was a quack.” 


5. The request of the Principal, Ludhiana 
Medical School (a private institution for male stu- 
dents) asking for recognition of his school and also 
the report of Lt. Col. Amir Chand recommending 
that the 1st Professional Examination for the 
present be recognised was considered and the 
Council resolved that the opinion of Legal Remem- 
brancer be sought in the matter as to which body 
is competent to deal with the recognition of the 
first professional examination of the School and 
the President be authorised if so advised by the 
Legal Remembrancer to appoint any member of 
the Council to visit the School and report. 
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6. Resolved that the qualification of “Diplo- 
ma in Laryngology and Otology” (granted by the 
Royal College of Physicians of London and the 
Royal College of Surgeons of England) be brought 
on to the schedule of “additional qualifications’. 


ALL INDIA MEDICAL LICENTIATES’ 
ASSOCIATION. 
Notice 


In accordance with the resolution No. 26 
passed by the Standing Committee of the All-India 
Medical Licentaites’ Association at its meeting 
held at Delhi in July last, the Scientific Research 
Committee will award three prizes of the value of 


MEDICAL ASSOCIATIONS, SOCIETIES, ETC, 


JOURNAL 
I. M.A. 


Rs. 50/-, Rs. 25/- & Rs. 25/- for the best three 
papers received from the bonafide members of the 
Association for the scientific sitting for the next 
Annual Conference to be held at Indore. 


The papers must be based on writer’s own 
research on subjects selected by them. The Scien- 
tific Research Committee shall reserve the right 
to withhold any of the prizes if, in its opinion 
onpapers merit distinction. 


The papers shall be submitted to the Honorary 
Secretary, Scientific Committee Dr. Chhabildass, 
Civil Hospital, Dalhousie (Punjab) so as to reach 
him not later than a week before the date of the 
Conference. 
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JI. M. A, ADERTISER 


ANTIPHLOGISTINE 


in Bronchitis \ 
Broncho-Pneumonia 


UNLIKE Tue OLp-FAsHionep, bacteriogenic poultices,- 
which cooled quickly and required constant changing, 
Antiphlogistine, in addition to supplying prolonged 
moist heat may be left in situ for more than 


12 hours. 


in Bronchial Irritation 


following measles, scarlet fever, _tracheo-bronchial 
lymphadenitis, it is recommended that an Antiphlo- 
gistine dressing be applied over the upper chest. 
posteriorly and anteriorly. 


Samples and literature on request 


THE DENVER CHEMICAL MFG. CO., 163. VARICK ST., NEW YORK, U, S. A. 
MULLER & (India) LtD., - - P. O. Box 773, Bombay. 
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Cheapness consistent with genuineness 
forms the special feature of 


B. K. P. TINCTURES 


Always subjected to strictest 


STANDARDISATION 


BUTTO KRISTO PAUL & CO. 


MANUFACTURING CHEMISTS 
CALCUTTA. 


In your enquries to our Advertisers please quote this Journal 
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Regd. No. C. 1890 
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In cotarrhs of the upper air-passages. 
In acute and chronic bronchitis. 


RESIVAL’ 


The proved and mild expectoront, Antiphlogistic 
ond non-irritont trough liquefaction of the vis- 
cous secretion, In contradistinction to mos! cough 
remedies i! stimulates the appetite. 


Especially suitable for children, 


OriGinat PACKINGS, 
Borties comtoming 1273 


Aiteroture onc tull on appncation to, 


Bayer « 
HAVERO TRADING CO. LTD., 
Pharmaceutical 

Read Ofnce: Branch Offices : 
P.O. Boa 652, P.O. Bos 2122, Catcatta, 

Bombay. O. Bos 76, Madras, 


For peroral and parenteral adminis- 
tation. Rapid subsidence of inflam- 
mation. Rapid relief of pain. Well 
tolerated even by patients suffering 


from cardiac defects. 


oe-.Gtinaet PACKING 
For porentera! administration: $0 per cent. solution in ampoules of 'end 2c « 
for perora! edministration. Voblets ot 7%, 


Literature and full particulors 
on application to- 


Bayer Meister Liiciss « 

, BAYER Havero Trading Co. Ltd., 

Ee Pharmaceutical Department, 
R Head Office: Branch Offices: 


P O.Box.642, P.0.80x.2122,Calcutto 
BOMBAY P.O.Box. 76, Madras 
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